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jor Control of Hypertension 


Apresoline~ 


Hydrochloride 
(brand of bydralazine hydrochloride) 


Apresoline is a relatively safe, single antihypertensive drug with no serious untoward 
reactions, providing benefits in many cases—complete control in some. It is recom- 
mended that Apresoline be used in those hypertensive patients who have not been 
adequately controlled by conventional regimens (diet, mild sedation, rest, etc.). The 
following important considerations should be of interest in general practice: 


Effective in essential hypertension with fixed 
levels, early malignant hypertension, toxemias 
of pregnancy and acute glomerulonephritis. 


Provides gradual and sustained reduction of 
blood pressure with no dangerous, abrupt fall 
on oral administration. 


Affords uniform rate of absorption and infre- 
quent dosage adjustments. 


Increases renal plasma flow in marked contrast 
to the decrease associated with other hypoten- 
sive drugs. 


Side effects often disappear as therapy is con- 
tinued or can be ameliorated with adjunctive 
medication. 


Produces significant relaxation of cerebral vas- 
cular tone. 


Complete information regarding manner of use and clinical application available on request. 


Ciba 


Ciba Pharmaceutical Products, Inc., Summit, New Jersey 
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univer 
appeal 


ORANGE ... flavor, color or odor, appeals to almost every- 
one. 


ORANGE is a characteristic of FLUAGEL Compound Tablets, 
the truly unique antacid and demulcent especially indicated 
in hyperacidity and peptic ulcer. 


FLUAGEL Compound Tablets are orange-colored, orange- 
flavored and have a pungent orange odor. 


FLUAGEL Compound Tablets: Appeal to all tastes... Act 
rapidly ... Prevent acid rebound and alkalosis . . . Reduce irri- 
tation for faster healing ... Form protective film over mucosa 
... Are economical. 


Your peptic ulcer and hyperacid patients will welcome this 
change from the “round, white, peppermint-flavored" regimen. 
Use this different therapy .. . prescribe 


FLUAGEL 


Trademark 


Compound Tablets 
Available in bottles of 100, 500 and 1,000 


Please send me sample of FLUAGEL 


Compound Tablets. 


NEW YORK 18,N.Y. 
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Now available 


YRICIDIN 


(ISONICOTINIC 


NEPERA’s new drug 
for the treatment 
of tuberculosis 


Supply: in scored uncoated 
tablets of SO mg.— 
bottles of 100 and 1000. 


ACID HYDRAZIDE) 


Pyricidin has provided impressive evidence of 
its high anti-tuberculosis efficacy, in many 
large-scale, long-range clinical studies; and is 
now available for prescription use in cases 
failing to respond to streptomycin therapy. 
Pyricidin is manufactured by Nepera 
Chemical Co., Inc.— pioneers in the 
chemotherapy of tuberculosis, through ten years 
of intensive research, and specialists in the 
formulation of isonicotinic acid derivatives, of 
which Nepera is one of the largest manufacturers. 
For highest quality and purity, immediate 


availability and economical cost, you can rely 


on PYRICIDIN. 


Available fe your prescription NOW 
at your local pharmacy 


NEPERA CHEMICAL CO., INC. 


PHARMACEUTICAL MANUFACTURERS 


Nepera Park 


Yonkers 2, N. Y. 


® Registered trademark of Nepera Chemical Co., Inc. 
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‘unmatched for injection-ease 


no sterilization of syringe or n 


ve 
sterile, single-dose cartridges 
and unique universal syringe 
+) peady for immediate use = 
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one universal syringe 
for two cartridge sizes 


one steraject cartridge 
for a full premeasured dose 


one sterile needle 
supplied with every cartridge 


one operation 
for parenteral antibiotic therapy 


Plunger and cartridge connect... 
you can aspirate before injecting! 


COMBIOTIC* 


simplest parenteral therapy available 


Steraject Penicillin G Procaine 
Crystalline in Aqueous 
Suspension (300,000 units) 


Steraject Penicillin G Procaine 
Crystalline in Oil with 2% 
Aluminum Monostearate 
(300,000 units) 


Steraject Penicillin G Procaine 
Crystalline in Aqueous 
Suspension (1,000,000 units) 


Steraject Combiotic* Aqueous 
Suspension (400,000 units 
Penicillin G Procaine Crystalline, 
0.5 Gm. Dihydrostreptomycin) 


Steraject Dihydrostreptomycin 
Sulfate Solution (1 gram) 


Steraject Streptomycin 
supplied with new Sulfate Solution (1 gram) 


foil-wrapped 


ANTIBIOTIC DIVISION * CHAS. PFIZER & CO., INC., BROOKLYN 6, N.Y, 
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GRATIFYING RELIEF 
In Urinary Tract Infections | 


PyRIDIUM acts promptly through safe, local anal- Pain and burning 

gesia to alleviate the irritated urogenital mucosa decreased in 93% of cases .. .* 
of patients suffering from cystitis, prostatitis, 

urethritis, or pyelonephritis. Urinary frequency 


PyRIDIUM may be administered in conjunction with relieved in 85% of cases . . .* 


antibiotics or other specific agents to provide the 


*As reported by Kirwin, Lowsley, and Menning in 
twofold therapeutic approach of symptomatic re of 
lief and anti-infective action. with PyRipiuM. 


PYRIDIUM 


(Brand of Phenylazo-diamino-pyridine HCl) 


MERCK & CO., INC. 


PyripiuM is the registered trade-mark of Nepera Chemical 
Manufacturing Chemists 


Co., Inc. for its brand of phenylazo-diamino-pyridine HCl. 


Merck & Co., Inc. sole distributor in the United States. RAHWAY, NEW JERSEY 
In Canada: MERCK & CO. Limited—Montreal 
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PRESENTS 


A PIONEER GYNECIC PREPARATION 


T.M. 


CHLOROPHYLL DUCHETTES FOR VAGINAL 
THERAPY AND HYGIENE 


CHLOROGIENE, phyll preparation 
assures the tissue healing and antipruritic effects as wel 
as the active deodorization afforded by concentrated, 


water-soluble derivatives of chlorophyll Hg” it 
CHLOROGIENE supp’ 


lements these with lactose to promote 
healthy vaginal flora, vaginal mucosal glycogen replen- 
ishment and an acid pH. The low surface tension of 
CHLOROGIENE in SO 


cosal penetration 
and effective, beneficial action. 


new exclusive chloro 


lution assures mu 


q) Council on Pharmacy and Chemistry: New and Non-Official 
J.A.M.A., 146 :34, 1951. (2) Severinsson, Chlorophyll, 
48,49:2939, 1951. (3) Klein, lt. L.: To be 
\ Communication. 


Remedies, 
Svenska Lakartidninger, 
published. 44) Resnik, E. D.: Persona 
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FOR 
TRICHOMONAL 
MONILIAL 
BACTERIAL 


(nongonococeus) 


VAGINITIS 


VAGINAL SUPPOSITORIES 


Highly Well Tolorated 


Average Dose: One suppository inserted every 
other night, before retiring, for five doses. An 
acid douche should be used on the alternating 
nights. In some cases, it may be necessary to 
extend or repeat the course. 


WINTHROP-STEARNS INC. 


NEW YORK 18, N. Y., WINDSOR, ONT. 


Milibis, trodemart reg. U. S. & Conado, brand of bismuth glycolylorsonilote 
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RICHMOND 20, VA. 
Pharmaceuticals 
8 


fee full codting analgesia, 
small codeine, dovage . 


When pain is too severe for relief by common re 
analgesics, the use of Phenaphen with Codeine can 
often postpone or avoid resort to other narcotics, 
The additive influence of Phenaphen’s ingredients — 
phenacetin, aspirin, phenobarbital and hyoscyamine 
sulfate —synergizes its codeine Phosphate... permits 
its use in small dosage, free from its frequently 
adverse side-effects, Phenaphen with Codei 

treats not only the pain, but “patients in pain” 
-+-€asing the entire pain reaction pattern. 


PHENAPHEN 
(The original non-narcotic formula) 
PHENAPHEN with CODEINE PHOSPHATE ¥% Gr. 
(Phenaphen No. 2) 
PHENAPHEN CODEINE PHOSPHATE GR. 
Se (Phenaphen No, 3) 
A. H. ROBINS CO., INC. RICHMOND 20, 
Ethical Pharmaceuticals of Merit since 1878 4 


Phenaphen:§ 
Codeir 
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Now available 


RIMIFON 


the new ‘Roche’ antituberculous drug 


is now available. 


La Roche Inc. 


RIMIFON—T. M.—brand of isoniazid (isoni inyl-hyd 


The new antituberculous compound, Rimifon ‘Roche’, 


Preliminary studies in pulmonary and extrapul- 
monary tuberculosis have been very encouraging. How- 
ever, it will take some time until the therapeutic possibili- 
ties and limitations of Rimifon can be fully evaluated. 


At present, Rimifon should be employed together 
with other therapeutic measures, such as bedrest, col- 
lapse therapy and surgery which may be indicated. As 
is true of all antibacterial drugs, Rimifon may occa- 
sionally give rise to bacterial resistance but its extent 


and clinical significance have not yet been determined. 


For detailed information on the clinical use of Rimifon, 
write to the Professional Service Department of Hoffmann- 


HOFFMANN-LA ROCHE INC, 
Roche Park + Nutley 10+ New Jersey 
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Acid Control in Peptic Ulcer 
.--WITHOUT CONSTIPATION 


Modern antacid therapy with alu- 
mina gel is usually successful. But in 
many cases constipation ensues. 


Then you have the incongruous sit- 
uation of the patient dosing himself 
daily with laxatives in addition to his 
regular alumina gel intake. 

You can help nearly every patient 
avoid this disturbance by prescribing 
Gelusil. Unlike most alumina gel prep- 
arations, it is singularly free of consti- 
pating action.'*** Gelusil embodies a 


unique form of non-reactive aluminum 
hydroxide gel combined with magnesi- 
um trisilicate. It helps control gastric 
hyperacidity without causing consti- 
pation, 

Prescribe Gelusil in liquid or tab- 
lets. Bottles of 6 or 12 0z.; boxes of 50 
or 100 tablets. 


1. Seley, S. A.: Am. J. Dig. Dis. 13 :238 (July) 1946. 


2. Rossien, A, X.: Rev. of Gastroenterol. 16 :34-52 
(Jan.) 1949. 3. Rossien, A. X. and Victor, A. W.: 
Am. J. Dig. Dis. 14:226-229 (July) 1947. 4. Batter- 
man, R.C. and Ehrenfeld, I.: Gastroenterol. 9:141 
(August) 1947. 


elusil 


THE NON-CONSTIPATING ANTACID ADSORBENT 


WILLIAM R. WARNER 


DIVISION OF WARNER-HUDNUT, INC. 
NEW YORK 11, N. Y. 
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-armony in the 
diuresis program 


Because of its moderate diuretic action and minimal 
toxicity, Calpurate blends harmoniously with 
the long-term diuretic regimen for edematous 
patients. Calpurate is the chemical compound, 
theobromine calcium gluconate, noteworthy 
_ for its remarkable freedom from gastro- 
intestinal and other side effects. 
in congestive heart 


failure, passive It does not contain the sodium ion. 
congestion of the 


Supplied as Calpurate Tablets 
500 mg. (7% gr.) and 
Powder; also Calpurate with 
Phenobarbital Tablets, 
phenobarbital 16 mg. 

(44 gr.) per tablet — 
‘especially useful in 
hypertension. 


MALTBIE LABORATORIES, INC. 
NEWARK 1, WN. J. 


Calpurate 

therapy results in 
tnereased urine output, 
lowered body weight, 

_ and decreased edema. 
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In ECZEMA 
INFANTILE ECZEMA 
PSORIASIS 

FOLLICULITIS 
SEBORRHEIC DERMATITIS 
INTERTRIGO 

PITYRIASIS 

DYSHIDROSIS 

TINEA CRURIS 

VARICOSE ULCERS 
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Tarbonis combines the three features needed for successful management 
of a host of dermatologic conditions: 

It presents all the therapeutic properties of crude tar, but in a 
form liberated from the undesirable properties which so long have made 
tar therapy unacceptable to physician as well as patient. 

It is so nonirritant, in spite of its dependable efficacy, that it is adie 
used for infants and on the tenderest body areas. 

Tarbonis presents a specially processed liquor carbonis detergens 
(5 per cent), together with lanolin and menthol, in a vanishing-type 
cream base. It is greaseless, free from all tarry odor, and—since it leaves 
virtually no trace on proper application—is appreciated by the patient, 
especially when exposed body surfaces are involved. 

TARBONIS is available through all pharmacies upon prescription. 
For dispensing purposes TARBONIS is packaged in 1-lb. and 6-lb. 
jars through Physicians’ and Hospital Supply Houses. 

Physicians are invited to send for clinical test samples to 


demonstrate the antipruritic, decongestant, remedial 
properties of Tarbonis in the conditions listed at the left. 


THE TARBONIS COMPANY 
4300 Euclid Avenue + Cleveland 3, Ohio 
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your patient 
will not tire 
of taking... 


TITRALAC 


TRADEMARK 


[GLYCINE AND CALCIUM CARBONATE] 


an effective antacid 


TITRALAC’s “just right” mint flavor 
and smooth texture ensure contin- 
uous acceptance. 


TITRALAC’s precise proportions of 
glycine and calcium carbonate pro- 
vide a buffering action singularly 
like that of whole milk. 


No systemic alkalosis or acid re- 
bound ... free from acid- generating 
sugars. Especially useful in milk- 
sensitive patients or where weight 
gain is undesirable. 


TITRALAC* Tablets. . . . . Boxes of 40, 

bottles of 100 and 1000 
TITRALAC Powder. .... Jars of 4 oz. 
TITRALAC Liquid. . Bottles of 8 fl. oz. 


*Trademark of Schenley Laboratories, Inc. 
U. S. Pat. No. 2,429,596 


© Schenley Laboratories, Inc. 


SCHENLEY LABORATORIES, INC. 
LAWRENCEBURG, INDIANA 
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RETAFEN 


with Hexachlorophene and other effective medicaments 


Bor mince shin writatians 


ANTIPRURITIC «© antipacteriaL ANTIFUNGAL 


Hexachlorophene 1%, Acid Carbolic 0.9%, 
Resorcinol 1%, Oil of Tar Rectified 0.5%. 
and Zinc Oxide 4% in a specially prepared, 
perfumed, polyethylene glycol base— 
readily releasing the active ingredients at 
the site of administration, non-irritating, 


easily washable and non-staining. 


Supplied in 15 Gm. ('/ 0z.) tubes, individually cartoned, and 3/4 oz. jars. 


Also available: Retafen Liquid in 2 fluidounce bottles. 


VB 


VANPELT & BROWN, Inc. Pharmaceutical Chemists RICHMOND 4, VA. 
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Each tablet contains: 


PURE 
DEHYDROCHOLIC 
ACID 


0.25 Gm. (334 gr.) 


BELLADONNA 
8 mg. (% gr.) 


PHENOBARBITAL 
8 mg. (% gr.) 


Bottles of 25, 50 and 100 tablets. 


The Finished Product—vs— The Raw Material 


In Gallbladder Therapy 


For therapeutic superiority in gallbladder 
management, your prescription for Nubilic 
tablets is assurance of beneficial hydro- 
choleresis, since Nubilic contains 


pure dehydrocholic acid... 


the ultimate product in bile processing. 
The therapeutic value of the other 
oxidized bile acids is not clearly known, 
but it is known that pure dehydrocholic 
acid is definitely hydrocholeretic, possessing 
the ability to stimulate secretion of bile 
which is low in solids. There is no mixture 
of bile salts, bile acids or cholic acid 

in the Nubilic formula, only the finished 
product — pure dehydrocholic acid. Note 
that each tablet contains full dosage — 
334 gr. (0.25 gm.) of dehydrocholic acid. 


For comprehensive action, Nubilic contains 


belladonna and phenobarbital... 


to reduce biliary spasm, relax the sphincter 
of Oddi and thereby encourage free flow 
of bile into the duodenum. 


NUBILIC 


NUMOTIZINE, Ine. 


CHICAGO 10, ILLINOIS 


August 1952 
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Excessive Perspiration 


The hands of a girl of 
17 with a history of 
hyperhidrosis of 9 
years’ duration. The 
sweating was a definite 
social handicap. 


F The same patient 45 
minutes after taking 
100 mg. of Banthine. 
She has been main- 
tained on a schedule 
of 50 mg. three times 
daily. Illustrations 
courtesy of Keith S. 
Grimson, M.D. 


Hyperhidrosis constitutes a serious mental as well as physical handicap, 


Its treatment is therefore highly important. 


® The control of this obstinate condition by Banthine is accomplished 
by the frve anticholinergic action of the drug—an action which has 


made Banthine one of the outstanding drugs of recent years. 


BANTHINE® sromive 


Brand of Methantheline Bromide 


ORAL...PARENTERAL 


Withee IN THE SERVICE OF MEDICINE SEARLE 
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Prompter subjective relief © 


Inserted high into the vagina twice daily, Vagisol Suppositabs—non- 
irritating, nonstaining, tablet-shaped vaginal suppositories—give re- 
markably rapid relief from the itching and other torment of trichomonas 
— Patients become free from annoyin 


ca 
frequently within four to six days. 


plus a higher cure rate 


In carefully controlled studies, clinical cure, proved by smear and 
culture, has n observed in all patients treated with Vagisol for a 
period of 30 days. Its clinical efficacy in trichomonas vaginitis is largely 
due to the potent trichomonacidal properties of phenylmercuric acetate 
and the topical antibiotic action of tyrothricin. Deep penetration of 


discomfort and all clini- 
symptoms within a very short period after the start of therapy— 


these active agents into the mucosal folds is facilitated by the surface 
action of sodium iy sulfate and the digestive action of papain in 
e 


Vagisol. In addition, t 


resence of lactose and succinic acid helps to 


restore vaginal - and the growth of the Doederlein bacillus. In this 


manner Vagiso 


offers a complete approach to the local therapy of 


trichomonas vaginitis by tage eradication of the parasite and renewed 
or 


growth of the normal 


a. Vagisol thus is a dependable means of 


effecting a real clinical cure—not merely remission of the infestation. 


VAGISO 


COMPOSITION 


Each Vagisol Suppositab contains: 

Phenylmercuric Acetate............ 


3.0 mg. 
0.5 mg. 
12.5 mg. 


SUPPOSITABS 


SMITH -DORSEY + Lincoin, Nebraska 
A Division of THE WANDER COMPANY 


August 1952 


trichomonas 
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25.0 mg. 
Supplied in bottles of 36 Suppositabs. 
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“Actually, it has not been so 
much a case of PENTOTHAL Sodium’s 
supplanting other anesthetic 
agents and methods as 
it has been of complementing 
and supplementing them to 
the mutual advantage 
of one another.” 
Adams, R. Charles (1951), Intravenous Administration of 


Pentothal Sodium in Combination with Other Anesthetic 
Agents and Methods, J. Missouri Med. Assn., August. 


FOR INTRAVENOUS ANESTHESIA 


In minor and major surgery, for induction or 
induction and maintenance, alone or in combina- 
tion with other anesthetics, PENTOTHAL Sodium 
continues to grow in popularity in operating 
rooms throughout the civilized world. Not 
without reason: 

Eighteen years of experience, nearly 1900 
published reports have shown that intravenous 
anesthesia with PENTOTHAL means a smooth, 
easy induction, generally without anxiety. 
And that deeper anesthesia may be had in 
a moment, as needed. Recovery is short, 
pleasant and usually without nausea. No bulky 
frightening equipment is needed. The fire 
and explosion hazard is eliminated. And, as 
it says above, this ultra-short-acting barbi- 
turate complements and supplements other 


agents to “‘the mutual 
advantage of one another.” 


(STERILE THIOPENTAL SODIUM, ABBOTT) 
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1. Portis, S. A., et al.: J.A.M.A. 
144:1162, 1950. 2. Fabrykant, M., 

and Pacella, B. L.: Arch. Int. 
" Med. 81:184, 1948. 3. Cronk, G. 


‘ A.: Journal-Lancet 71:484, 1951. 
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Graph based on averaged glucose tolerance curves of a 
group of fatigued patients.’ Note rapid disappearance 
of sugar from the blood and a decrease below the fast- 
ing level by the third hour. 


The type of hypoglycemia shown above is be- 
lieved to result from parasympathetic over- 
activity of emotional origin, culminating in 
hyperinsulinism. 


Daily administration of atropine or belladonna 
with phenobarbital, to block excessive para- 
sympathetic impulses, is recommended as a 
valuable adjunct to dietary measures in stabiliz- 
ing the carbohydrate metabolism in these and 
similar cases of emotogenic hypoglycemia. '* 


IN FATIGUE STATES DUE TO EMOTOGENIC HYPOGLYCEMIA 


BELBARB 


BELLADONNA ALKALOIDS AND PHENOBARBITAL 


SUPPLIED: BELBARB* and BELBARB NO. 2 (tablets) and BELBARB 
Capsules, bottles of 100, 500, and 1000; BELBARB Elixir, 
bottles of 1 pt. and 1 gal. 


LITERATURE AND SAMPLES ON REQUEST 


CHARLES C. HASKELL & CO., INC. 


RICHMOND VIRGINIA 
*Trademark of Charles C. Haskell & Co., Inc. 
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particularly 
beneficial 


in the treatment 


of 
hay fever.” 


Because CHLOR-7TRIMETON® maleate, 
chlorprophenpyridamine maleate, has the 
greatest potency milligram for milligram 


of any available antihistamine, and 


iz- 
e because “Chlor-Trimeton has a relatively low 
I 
incidence of side reactions,” it is a drug 


S of choice for hay fever patients. 


CHLOR-TRIMETON 
maleate 


1. Silbert, N. E.: New England 


J. Med. 242:931, 1950, 
2. Eisenstadt, W. S.: Journal ° 


BLOOMFIELD, NEW JERSEY 
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accelerate 


Study’, after study? after study’ 
corroborates the “notable” success of 
Desitin Ointment in easing pain and 
stimulating smooth tissue repair in lacerated, 
denuded, chafed, irritated, ulcerated 
tissues — often in stubborn conditions 
where other therapy fails. 


Protective, soothing, healing, 
Desitin Ointment is a non-irritating, 
blend of high grade, crude 
Norwegian cod liver oil (with its 
unsaturated fatty acids and high 
potency vitamins A and D in proper 
ratio for maximum efficacy), zinc 
oxide, talcum, petrolatum, and 

lanolin. Does not liquefy at body temperature and is not 

decomposed or washed away by secretions, exudate, urine 

or excrements. Dressings easily applied and painlessly 
’ removed. Tubes of 1 oz., 2 0z., 4 0z., and 1 Ib. jars. 


write for Samples and literature 


D ES ITI i CHEMICAL COMPANY 


70 Ship Street, Providence 2, R. |. 
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when other 
external therapy 
seems to get 


4 nowhere... 


iid 


Ng with | 


DESITIN 


OINTMENT. 


the pioneer external — 
liver oil therapy 


in wounds 


- (especially slow healing) 


burns 
ulcers 


(decubitus, varicose, diabetic) 


Hs Behrman, H. T., Combes, F. C., Bobroff, A., 
; — R.: Ind. Med. & Surg. 18:512, 


& Ture, R.: New York St. J.M. 50:2282, 
3. Heimer, C. B., Grayzel, H. G., and Kramer 
Bs Archives Pediat. 68:382, 1951, 
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CLINICIANS SAT. 
“Best yet for control of 
hay-fever symptoms.” 


A majority of investigating clinicians preferred 
‘Co-Pyronil’ (Pyrrobutamine Compound, Lilly) 


to any other antihistaminic. This record was 
achieved during the 1951 season, when rag- 
weed pollen counts soared to their highest point 
in the antihistamine era. Four outstanding ad- 
vantages—quicker onset, better control of 
symptoms, longer-lasting relief, and fewer side- 
effects—were repeatedly noted. Also, patients 
liked the convenience of fewer doses—usually 
only one or two capsules morning and night. 


Eli Lilly and Company 
Indianapolis 6, Indiana, U.S.A. 


(Thenylpyramine, Lilly) 
“Clopane Hydrochloride’... .. . 12.5 mg. 
(Cyclopentamine Hydro- 
PULVULES chloride, Lilly) 


Pyroni 


a (PYRROBUTAMINE COMPOUND, LILLY) 


23 
Qe 
Each pulvule contains: | 
(Pyrrobutamine, Lilly) 4 
¥ 
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PENICILLIN BLOOD LEVELS F@WE 


40 
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10 
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The above graph compares penicillin blood levels with Injection BICILLIN 600 and 
procaine penicillin, aqueous suspension, 600,000 units. (20 adults) Note the substantial 
prolonged penicillin blood level concentrations produced with Injection BICILLIN 600. 


Announcing ... 


A new and truly long-acting penicillin compound 


INJECTION 


Benzethacil 
N,N’-dibenzylethylenediamine dipenicillin G 


® 


*Trademark 
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FAVWEEKS WITH SINGLE INJECTION 


j 


Injection Bicillin 600 


o— — Procaine penicillin 


600,000 units—1 injection 


600,000 units—1 injection 


7 8 9 10 3 


12 


fective parenteral penicillin prophylaxis 
nd therapy with; 


slow absorption 
fewer injections 
less trauma 
lower cost 


duces remarkably extended blood levels: | injection 600,000 
its in Tubex provides demonstrable penicillin levels in children 
14 days or more. 


al for use in rheumatic fever prophylaxis—particularly impor- 
tin services which treat large numbers of patients. 


equate single injection therapy—whenever penicillin protection 
desired—is now available with Injection Bicillin. 


lable—for at least 18 months if stored at 59° F. 
pplied—Injection Bicillin 600 (600,000 units per Tubex®*), 


Wyeth Incorporated, Philadelphia 2, Pa. 
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CORONARY 
DILATION... 


SOUTHERN MEDICAL JOURNAL 


To improve and strengthen the action of the failing 
heart through dilating the coronary arteries and to 
reduce the energy requirements of the heart by mild 
sedation, are widely desired treatment aims. A great 
host of physicians recognize theobromine and the 
sedative, phenobarbital, as admirably suited to 
these requirements. 


Abundant evidence exists that theobromine dilates 
the coronary arteries. Theobromine also provides 
safe myocardial stimulation and diuresis. TCS offers 
the excellent theobromine salicylate, highly efficient 
because of its extremely high intestinal solubility and 
absorbability, and uniformly well tolerated because 
of caleium salicylate, which reduces the gastric 
solubility of theobromine salicylate. 


DOSAGE: One to two tablets 3 to 4 times daily. Reduce with 
improvement. 


SUPPLY: In bottles of 50 and 250 tablets. Each TCS Tablet 
lies 6 gr. theob ine salicylate, 1 gr. calcium salicylate and 
\ gr. phenobarbital. 


WILLIAM P. POYTHRESS & CO., INC., RICHMOND, VA. 
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(DISPERSION OF DESACCHROMIN) 


a new therapeutic 


agent for HAY FEVER | 


PiromeM adeviates the immediate symptoms of pollenosis, 

por ~ and maintains effective control. Even cases which have failed 
to show improvement to desensitization and antihistaminics 

ca usually respond promptly to the administration of PrromMEN. 


Piramem is also useful in the treatment of many other 
allergies and dermatoses. 


Piromen is supplied in 10 cc. vials containing 4 gamma 
(micrograms) per cc. and in 10 cc. vials containing 10 
gamma per cc. 


Piromen on your Rx will bring you our new booklet 
detailing the use of this new therapeutic agent. 


a 


MANUFACTURED BY 


TRAVENOL LABORATORIES, INC. 


Subsidiary of BAXTER LABORATORIES, INC., MORTON GROVE, ILLINOIS 
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THE DIURETIC TABLETS THAT WORK ©Qy ip 


lifetime therapy — 


NEOHYDRIN helps keep the cardiac patient in 
fluid and electrolyte balance for his lifetime 
—a lifetime that might be impossible with- 
out such control of water and salt metabolism. 


day in, day out diuresis — 


NEOHYDRIN daily, maintains a steady, unin- 
terrupted diuresis. This allows more liberal 
salt intake which benefits the patient psycho- 
logically. Even more important, liberalized 
salt intake permits the daily physiologic in- 
take and output of sodium required by the 
body and safeguards against salt depletion. 


prescribe NEOHYDRIN when indicated in 


2, 
how to use this new drug 


Maintenance of the edema-free state has been accom- 
plished with as little as one NEOHYDRIN Tablet a day. 
Often this dosage of NEOHYDRIN will obtain per week 
an effect comparable to a weekly injection of MERCU- 
HYDRIN.® When more intensive therapy is required one 
tablet or more three times daily may be prescribed as 
determined by the physician. 


Gradual attainment of the ultimate maintenance dosage 
is recommended to preclude gastreintestinal upset which 
may occur in occasional patients with immediate high 
dosage. Though sustained, the onset of NEOHYDRIN 
diuresis is gradual. Injections of MERCUHYDRIN will be 
initially necessary in acute severe decompensation. 
NEOHYDRIN is contraindicated in acute nephritis and 
nephrosclerosis. 


Any patient receiving a diuretic should ingest daily a 


glass of orange juice or other supplementary source of 
potassium. 
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congestive heart failure ¢ recurring edema and ascites ¢ cardiac asthma ¢ hypertensive heart disease 
dyspnea of cardiac origin ¢ arteriosclerotic heart disease ¢ fluid retention masked by obesity © and, 
for patients averse to their low-salt diet. 


packaging Bottles of 50 tablets. There are 18.3 mg. 
of 3-chl i-2-methoxy-propylurea in each tablet. 


akeside LABORATORIES, INC., MILWAUKEE 1, WISCONSIN 
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ON tone “provides striking benefit 


in intractable bronchial asthma... 


A. Tidal breathing 


Typical spirogram of asthmatic. Note marked 
diminution in vital capacity and complemental 
air; also, the over-all lengthening of the interval 
between inspiration and expiration. 


B. Complemental air 


C. Vital capacity 


This spirogram illustrates the improvement that 
may be expected in asthmatics following the ad- 
ministration of Cortong. Note in particular the 
increase in vital capacity. 


Increased Vital Capacity—an objective measure 
of the effectiveness of CORTONE 


EFFECTIVE. Intended as adjunctive therapy, 
“orally administered, cortisone definitely re- 
lieved the symptoms of chronic intractable 
asthma in 26 of 31 courses given to 22 patients.” 


SIMPLIFIED MANAGEMENT. “The patients’ 
weight, fluid intake and output, blood pressure, 
and the results of the urine examination for 
sugar were charted daily . . . it was found that 
short-term therapy could be carried out safely 


for up to two weeks without extensive tests if 
there were proper cooperation between patient 
and physician and careful observation. . .” 


Schwartz, E., J.A.M.A. 147: 1734-1737. Dec. 29, 1951. 


ACETATE 
(CORTISONE ACETATE, MERCK) 


Literature 
available 


Cortone is the registered trade-mark of 
Merck & Co., Inc. for its brand of cortisone. 


MERCK & CO.,INc. 
Manufacturing Chemists 
RAHWAY, NEW JERSEY 
Im Canada: MERCK CO. Limited Montreal 
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Ki 

a new 

synthetic 

narcotic 

for longer-lasting 
pain relief 


MORPHINE 
*Dose: 15 mg (1/4 gr) 
Pain Relief: 4 to 6 hrs 


SIDE EFFECTS 


diminished urine 


frequent 
| constipation frequent 
disorientation frequent 
depressed appetite frequent 
nausea occasional 
3 vomiting occasional 
4 Caution: Dromoran is a narcotic analgesic. It has 
addiction liability equal to morphine and for this reason 
the same precautions should be taken in administering 
, the drug as with morphine. 
DROMORAN £— rand of methorph‘nan 
merphinan) 
*Average dose 
he i 
(dl) Hydrobromide 
HorrMann-La Rocue Inc. - Rocne Park Nutiey 10 - New Jersey 
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in motion for the ber 


Complete line of Kodak Photographic 
Products for the Medical Profession in- 
cludes: cameras and projectors—still- 
and motion-picture; film—full color 
and black-and-white {including in- 
frared); papers; processing chemicals; 
microfilming equipment and microfilm. 


Serving medical progress through Photography and Radiography 


PRESERVE Wf... 
Pfit of all medicine 


Reference to procedures used in earlier cases is of value 
to physicians or surgeons who like to review their work, 
and it is a vital adjunct to the progress of all medicine. 
This is particularly true of motion-picture records. Then 
the procedure unfolds in original sequence, precisely, 
completely, and accurately. 


PRESERVE IT... 


Photograph, cour- 
tesy of The Edith 
Hartwell Clinic of The 
Strong Memorial 
Hospital, Le Roy, N. Y. 


with Cine-Kodak Royal Magazine Camera 


Easy to make motion pictures of fine quality with this 
camera. In it are combined the speed and convenience 
of magazine loading—plus the optical excellence of the 
Kodak Cine Ektar Lens, 25mm. f/1.9. Choice of filming 
speeds— 16, 24, or 64 frames per second. Complete list of 
lenses and accessories available. Price, $176.25, includes 
Federal Tax and is subject to change without notice. 

For further information, see your photographic dealer 
or write for booklet. 


EASTMAN KODAK COMPANY 
Medical Division, Rochester 4, N. Y. 
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unction Test 


For Intravenous Use 


B romsulphalein Sodium 


BROMSULPHALEIN SODIUM SOLUTION* is used as a test of liver function, 
especially in suspected cases of cirrhosis, malignancy, hepatitis, obstructive 
and arsenical jaundice. Normally the dye is removed rapidly from the blood 
stream by the liver, but in the presence of hepatic disease it is eliminated 
more slowly. The test is performed by injecting intravenously a test dose, 
after which the amount of dye retained in the blood is estimated color- 
imetrically by withdrawing a specimen of blood for comparison with a set 
of standards. 

BROMSULPHALEIN SODIUM is supplied in 3 cc. size ampules containing 
a 5% sterile aqueous solution, packaged in boxes of 10. Colorimeter 
standards prepared from permanent dyes are also available. 

Complete literature on request. 


*H. W. & D. Brand of Sulfobromophthalein-sodium, U. S. P. 


HYNSON, WESTCOTT & DUNNING, INC. 


BALTIMORE I. MARYLAND 
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OCULAR SIGNS OF INTRACRANIAL 
VASCULAR ACCIDENTS AND 
INJURIES* 


By ALFRED N. Costner, M.D.t 
Durham, North Carolina 


The close proximity of the eye to the brain 
and the intimate relationship of the visual 
pathways to other pathways of the central 
nervous system, make a complete evaluation 
of the ocular status important in many neuro- 
logical and neurosurgical conditions. The sig- 
nificance of the anatomical proximity is in- 
creased when it is remembered that the main 
blood supply to the eye and orbit is by way 
of the ophthalmic artery, which is a branch 
of the internal carotid artery. The two in- 
ternal carotid arteries, along with the basilar 
artery, contribute to the formation of the 
circle of Willis at the base of the brain. In 
addition to the arterial relationship, one route 
of venous drainage from the orbit is by way 
of the inferior and superior ophthalmic veins 
into the cavernous sinus. Hence, it is easy to 
see how vascular abnormalities in the region 
of the internal carotid arteries and cavernous 
sinus may not only seriously interfere with 
the functioning of the eye, but in addition, 
may give rise to signs and symptoms referable 
to the eye, by means of which the ophthal- 
mologist may give valuable help to the neuro- 
surgeon and neurologist, in particular, as well 
as to the general diagnostician. 

Figure I shows the anatomical arrangement 
of the arteries comprising the circle of. Willis. 
In viewing this drawing, one is impressed with 
the fact that the cranial nerves which supply 
the eyeball are very close to the arteries at the 


*Read in Section on Ophthalmology and Otolaryngology, 
Southern Medical Association, Forty-Fifth Annual Meeting, 
1. 


Dallas, Texas, November 5-8, 195 


tinstructor in Ophthalmology, Duke University School of 
Medicine, Durham, North Carolina. 


base of the brain and in addition, pass directly 
through the cavernous sinus. The cavernous 
sinus is said to be unique in that it is the only 
place in the body where an artery is com- 
pletely surrounded by a venous sinus. This 
setup makes for an interesting lesion when- 
ever the arterial wall is damaged and a com- 
munication is formed between the artery and 
the venous sinus. This results in the clinical 
picture of a carotid-cavernous fistula, one of 
the causes of pulsating exophthalmos. Figure 
2 is the picture of a twenty-six-year-old colored 
man who was a patient in Duke Hospital in 
October, 1948. He had had a gunshot wound 
of the left side of his face seven days pre- 
viously. Following this it was noted that the 
vision was reduced in the right eye and that 
the eyeball was becoming more prominent. 
At the time of admission he showed 5 mm. 
of exophthalmos. There was a ptosis of the 
upper lid and restriction of the mobility of 
this eye. A systolic bruit could be heard over 
the eye and around the orbit. The skull 
x-rays of this patient showed that fragments 
of the bullet had passed across the midline 
and come to lie on the right side behind the 
eye and intracranially. One fragment of the 
bullet damaged the internal carotid artery 
within the cavernous sinus and a carotid- 
cavernous fistula resulted. 

Table 1 shows the signs which this lesion 


may cause. The back pressure in the superior 
and inferior ophthalmic veins, as well as the 


EYE SIGNS OF CAROTID-CAVERNOUS FISTULA 


(1) Exophthalmos (usually pulsating). 
(2) Congestion and chemosis of conjuntiva. 
(3) Bruit. 


(4) Restriction of extra-ocular movements and/or extra-oculat 
muscle paralyses. 


(5) Pupillary changes. 
(6) Engorgement of retinal veins and papilledema. 


TABLe | 


ra 
t 1952 


678 SOUTHERN MEDICAL JOURNAL 


central retinal vein, are responsible for the 
production of these signs. The conjunctiva 
may become quite congested and chemotic, 
whereas a more pronounced engorgement of 
the orbital structures results in an actual 
proptosis of the globe. Occasionally, the eye- 
ball may be seen to have a pulsation syn- 
chronous with the heart beat. In other pa- 
tients this pulsation may be felt but not seen, 
and sometimes it is completely absent. The 
branches of the central retinal vein are almost 
always engorged and frequently there is true 
papilledema. The mechanical interference 
with the extra-ocular muscle may of itself 
cause a limitation of movement of the globe. 
In addition, there may at times be a true and 
permanent paralysis of one or more of the 
muscles. The pupil is frequently dilated on 
the side of the lesion. 


f 


Fic. 1 


Composite drawing of the regional anatomy of the base of the skull, cranial nerves, 


circle of Willis and cavernous sinus. (From Walsh, 


Ophthalmology. Baltimore, Maryland: The Williams & Wilkins Company, 1947. 


Reproduced by permission.) 


a. in cav sinus 
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Retro-orbital tumor masses, especially angi- 
omatous masses, may cause confusion in this 
diagnosis. However the history of trauma, 
which is obtained in approximately 75 per 
cent of the cases, along with exophthalmos, 
a bruit (which can usually be eliminated by 
pressure on the carotid artery) and congestion 
of the conjunctival and retinal veins is almost 
diagnostic. The treatment is neurosurgical 
and consists of ligation of the internal carotid 
artery. This is usually done in the neck and 
also intracranially so as to “trap” the fistula. 

The condition that we have been discussing 
develops in normal blood vessels when they 
are subjected to trauma. The embryological 
development of the blood vessels which com- 
prise the circle of Willis is apparently very 
complicated. There are transient vessels, or 
portions of vessels, which do not remain as a 

permanent part of the vascu- 
lature. As these temporary 
# vascular channels disappear, 
is entirely possible that a 


> ‘>. a defect is left in the wall of 


the artery. This weakness, 
even though not a manifest 
aneurysm at birth, could pos- 
sibly develop into one later. 
Many of these aneurysms de- 
velop at the point of bifurca- 
tion of a vessel and it is 
thought by some workers that 
a defect in the arterial wall 
results, due to pressure differ- 
ences, and aneurysms form. 
Regardless of the mechanism 
of their formation, it is known 
that defects in the vessel walls 
which are present at birth 
Vu, may later develop into actual 
outpouchings or aneurysms. 
These have been variously 
known as miliary, saccular, 
or berry aneurysms. They are 
not related to arteriosclerosis, 
syphilis or other diseases of 
the blood vessels. 


Congenital intracranial an- 
eurysms were recognized at 


Clinical Neuro- 


| 
ed 
t 
: 
is + Ophth.. 
Commun. 2 Ophth. 
Art ch.roid a 
Basilar a. - 
* 
EVertebral a. 


mos, 
1 by 
tion 
most 
zical 
‘otid 
and 
tula. 
sing 
they 
zical 
com- 
very 
Or 
asa 
rary 
pear, 
ata 
ll of 
ness, 
ifest 
pos- 
ater. 
s de- 
urca- 
it is 
that 
wall 
iffer- 
orm. 
nism 
walls 
birth 
ctual 
ysms. 
ously 
ular, 
y are 
rosis, 
of 


an- 


Vol. 45 No. 8 


the autopsy table by Morgagni in 1761, but 
it was many years before they came to 
be recognized clinically. As the case reports 
were studied, it became apparent that pre- 
mortem diagnosis could be made in many in- 
stances. Figure 3 is the picture of a man wha 
presented himself to the hospital with the 
history of a drooping of his right upper eyelid 
and pain in his eye, with some headache. 
Lumbar puncture studies showed a xantho- 
chromic spinal fluid. These findings were 
sufficient to alert one to the strong possibility 
of a ruptured intracranial, aneurysm. 


Why are these lesions of importance to the 
ophthalmologist? When one studies the loca- 
tions of these aneurysms in a series of cases, 
one is immediately impressed with the fact 
that the great majority of these lesions are 
located on the anterior portions of the circle 
of Willis. The percentage varies in different 
series of cases, but from two-thirds to three- 
fourths of the lesions seem to be situated 
anteriorly. A significant number of aneurysms 
are found on the internal carotid arteries 
themselves. If we recall the previously men- 
tioned close connections between the internal 
carotid arteries and cranial nerves going to 
supply the eye, we readily see how lesions in 
this area frequently give eye signs. 

The signs and symptoms of these lesions 
can be determined from the anatomical rela- 
tionships of the structures involved and are 
listed in Table 2. For some reason, the third 
cranial nerve seems to be more frequently 
involved than any other one. Ptosis is fre- 
quently seen as a manifestation of this. Paral- 
yses of the extra-ocular muscles supplied by 
the oculomotor nerve are common, much more 
so than abducens or trochlear nerve paratysis, 


EYE SIGNS OF CONGENITAL INTRACRANIAL 
ANEURYSMS 
(1) Ptosis. 
(2) Extra-ocular muscle paralysis. 
(3) Pupillary changes. 
(4) Diminished or absent corneal reflexes. 
(5) Papilledema. 
(6) Retinal hemorrhages. 
(7) Exophthalmos. 
(8) Visual field changes. 
(9) Aberrant regeneration of oculomotor nerve fibers. 


TARLE 2 
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but the latter two nerves do occasionally be- 
come paralyzed. Involvement of the auto- 
nomic fibers which go to the sphincter and 
dilator muscles of the iris also occur, with 
resultant pupillary inequalities between the 
two eyes. 

The trigeminal nerve, particularly its sec- 
ond division, may be damaged and the re- 
sultant irritation cause severe pain along the 
course of the nerve. Pain in the eye itself may 
be present when this nerve is involved. The 
corneal reflex may be diminished or even 
absent, as a result of trigeminal involvement. 
When a congenital aneurysm ruptures, the 


Fic. 2 


Twenty-six-year-old colored man_ with  carotid-cavernous 
fistula. 


Fic. 3 
White man with ruptured congenital aneurysm. 
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extravasation of blood is into the subarach- 
noid space of the intracranial cavity, and since 
the meninges extend forward to ensheath the 
optic nerve, the corresponding subarachnoid 
space of the nerve likewise contains blood. If 
this accumulation of blood is of sufficient de- 
gree, it may compress the central retinal vein 
and result in papilledema. Characteristic of 
the rupture of a congenital aneurysm, how- 
ever, is its suddenness. This sudden rise in 
intracranial pressure causes one of the typical 
findings in subarachnoid hemorrhage, namely, 
a preretinal hemorrhage. This particular type 
of hemorrhage has been recognized in sub- 
arachnoid bleeding, but the exact mechanism 
of its formation has not been agreed on. One 
theory has been that there was an actual dis- 
section of the blood by way of the subarach- 
noid space of the optic nerve across the lamina 
cribrosa, into the preretinal space. However, 
pathologic specimens have been studied which 
did not show this continuity of blood. Others 
have thought that the rise in intracranial 
pressure alone would be enough to account 
for a preretinal hemorrhage. If this were the 
case, one wonders why this finding would not 
be more frequent in simple papilledema. It 
would seem that a sudden increase in the 
intracranial pressure is essential in the forma- 
tion of this lesion. Superficial nerve fiber 
layer hemorrhages are also seen in this condi- 
tion, but are in no way characteristic. _ 

The actual protrusion of the eyeball, accom- 
panying ruptured congenital aneurysms is 
rare, but has been described in some cases. 
Visual field changes are found but are not of 
as great significance as are other findings. If 
the rupture happens to be into the brain sub- 
stance resulting in the formation of an intra- 
cerebral hematoma, visual field changes may 
help in localizing this lesion. 


An interesting though rarer manifestation 
of this symptom complex, is aberrant regen- 
eration of the oculomotor nerve. Following 
the paralysis, some function may return, but 
instead of the nerve fibers growing back to 
the proper muscle, they seem to be misdi- 
rected. An example of this might result as 
follows: when the individual attempts to look 
downward, the eyeball does not move but the 
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upper lid rises. This is as a result of inferior 
rectus fibers which go to the levator of the 
upper lid, and is known as a pseudo-Graefe 
phenomenon. Another type of aberrant regen- 
eration is when the medial rectus fibers re- 
grow to the pupillary muscle in which case 
the individual on attempted medial gaze 
shows only constriction of the pupil. 

From this table, we have seen that many 
different eye signs may occur in ruptured 
congenital aneurysms. However, of greatest 
significance is the following group of signs 
and symptoms: sharp pain in the eye and 
along the second division of the trigeminal 
nerve followed by headache, ptosis and extra- 
ocular muscle paralysis. These findings in a 


_ young, otherwise healthy individual imme- 


diately alert one to the possibility of a rup- 
tured aneurysm. If in addition, a preretinal 
hemorrhage is found, the diagnosis is almost 
made. The definitive diagnosis is made by 
the neurosurgeons with a cerebral arterio- 
gram, in which a radiopaque material is in- 
jected into the carotid artery in the neck and 
skull x-rays are immediately taken which al- 
low the various arterial branches to be visual- 
ized. A dilatation of the vessel in almost any 
position is demonstrated by this technic. 


The treatment of these lesions is again 
neurosurgical and the development and re- 
finement of treatment methods has made the 
recognition of the lesions even more impor- 
tant. It is only within the past few years that 
satisfactory treatment and reduction in opera- 
tive mortality have made operative treatment 
possible. The operation consists of a “trap” 
ligation of the aneurysm. The internal or 
common carotid artery is ligated in the neck 
and also intracranially, distal to the aneurysm. 
This is done only after determining either 
before or during the operation that no un- 
toward symptoms will result from carotid 
ligation. 

The differential diagnosis of this condition 
may involve many different things, depending 
on what the presenting complaint is. If pain 
in the eye is the presenting complaint, it must, 
of course, be differentiated from intrinsic eye 
disease, as iritis and glaucoma. Referred pain 
to the eye, as for example from an abscessed 
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tooth, or an infected paranasal sinus must be 
remembered. Classical trigeminal neuralgia 
(tic douloureux), may cause pain identical 
with this. If diplopia is the presenting com- 
plaint, neurological diseases, such as multiple 
sclerosis and myasthenia gravis must be con- 
sidered, and lues must always be ruled out. 
If retinal hemorrhage is the obvious finding, 
vascular diseases, diabetes, hypertension and 
blood dyscrasias must be remembered in the 
differential diagnosis. ‘Taken individually, 
the signs and symptoms enumerated above 
may be caused by many things. Considered 
together, pain in the eye, with headache, 
ptosis and diplopia in an otherwise healthy 
person, are highly suggestive of ruptured 
intracranial aneurysms. 


NEW TECHNICS IN NERVE BLOCKS AS 
SUGGESTED BY RADIOGRAPHIC 
VISUALIZATION* 


By James C. Appleton, M.D. 
McKinney, Texas 


The control of pain is a difficult problem 
faced by most physicians in their daily practice. 
The total experience of pain by the patient is 
the resultant of the two basic components of 
pain, these being perception of pain and the 
reaction to pain. A large number of painful 
experiences are of an acute nature and of short 
duration with the patient psychologically well 
adjusted because he can foresee his return to 
health in the immediate future. These cases 
rarely present pain problems not amenable to 
management by simple ordinary means. Opiates 
in these acute cases are generally adequate and 
represent, primarily, a modification of pain re- 
action rather than significant modification of 
pain perception. 

The chronic painful state with all of its various 


*Read in Section on Anesthesiology, Southern Medical Asso- 
—“. Forty-Fifth Annual Meeting, Dallas, Texas, November 
“8, 1951. 

_ *From the Department of Anesthesiology, Veterans Admin- 
istration Hospital, McKinney, Texas. 

“Reviewed in the Veterans Administration and published 
with the approval of the Chief Medical Director. The state- 
ments and conclusions published by the author are the result 
of his own study and do not necessarily reflect the opinion or 
policy of the Veterans Administration. 
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ramifications, and particularly the psychological 
depletion which may result, represents a most 
difficult problem that is not successfully met by 
the use of opiates. The inadequacy of morphine 
and its undesirable side effects seriously limits 
this type of therapy in chronic pain problems. 
The rational approach must be directed at modi- 
fication of pain perception. This may be attained 
by blocking somatic nerves, or sympathetic 
ganglia with various chemical agents. There are 
various inherent difficulties attendant upon each 
blocking procedure. However, notable advances 
in the past few years have obviated a number of 
these difficulties. X-ray visualization of the 
needles assures proper placement. Injection of 
diodrast® permits x-ray visualization of the ana- 
tomical spread of the solution and insures the 
accuracy of the procedure.’ The acceptance of 
pontocaine® and the use of 6 per cent aqueous 
solution of phenol! ? has increased the duration 
of the block. 


The identification of certain fascial planes by 
roentgenologic visualization has led to the sim- 
plification of stellate ganglion block and suggests 
strongly the use of the de Sousa Pereira “gravita- 
tion” technic for blocking the entire cervical 
sympathetic chain, stellate ganglion, and the 
first four thoracic sympathetic ganglia by simple 
placement of a needle against the body of the 
vertebra (C-5, C-6 or C-7) in front of the an- 
terior tubercle of the transverse process. This 
technic is completely undemanding and is one 
of utter simplicity. The possibly serious compli- 
cation of creating a pneumothorax is avoided by 
staying above the dome of the pleura and per- 
forming the procedure at C-6. 


The extensive distribution of diodrast® along 
the prevertebral fascia in the cervical region 
suggested the possibility of a similar salutary 
spread in the lumbar vertebral area, perhaps 


_involving the entire sympathetic chain in this 


region. This diffusion of solution would be 
especially desirable if it should transcend the 
diaphragm and envelop the splanchnic nerves 
as. they course through the lower chest. Con- 
siderable variation in the pattern of distribution 
of diodrast® occurs when it is injected in the 
lumbar region. The best level for obtaining a 
good lumbar sympathetic block is at L-2, and 
an associated splanchnic block cannot be guar- 
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anteed by upward spread from this level. The 
splanchnics, therefore, must be blocked sep- 
arately by placement of the needle on the an- 
terolateral surface of the body of L-1 or they 
may be reached by a transdiaphragmatic ap- 
proach, placing the needle on the body of T-12. 


Possessing a knowledge of the technic and 
being able to use any one of these five blocks 
when it is indicated will greatly facilitate treat- 
ment of many patients. Acute thrombophlebitis, 
vasospastic phenomena, ischemic pain of arterio- 


Fic. 1 


The sternocleidomastoideus muscle is outlined and the fingers 
of the left hand identify the transverse process of C-6. 


Fic. 2 


X-ray visualization of the needle placement reveals excellent 
position at base of transverse process of C-7. 
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sclerosis, the cold blue extremity of acute trauma 
or postoperative trauma, reflex sympathetic dys- 
trophies; these and many closely associated dis- 
eases are dramatically benefited by sympathetic 
ganglion block. Preliminary reports advocating 
the use of stellate ganglion block in acute pul- 
monary embolus, status asthmaticus, and in con- 
trol of anginal pain are encouraging and warrant 
trial in properly selected cases. 

Bilateral splanchnic nerve block is the most 
useful procedure in the control of any severe 
debilitating pain of a chronic nature involving 
the intra-abdominal viscera. In the treatment of 
sustained gallbladder pain following cholecys- 
tectomy, chronic pancreatitis, and especially for 
the pain of abdominal carcinomatosis, no pro- 
cedure is superior. 

Shoulder pain with limitation of motion has 
always been a problem for both physician and 
patient with the patient generally receiving the 
conventional treatment of analgesics. In addi- 
tion to this medication, suprascapular nerve 
blocking alone or in conjunction with stellate 
ganglion blocking will give approximately 80 
per cent of these patients excellent relief. 

Another extremely useful procedure is the 
intercostal nerve block used for control of pain 


Fic. 3 


X-ray visualization of the anatomical spread of 8 ce. of 
iodopyracet (diodrast®) showing distribution over entire cervical 
chain, stellate ganglion, and upper thoracic ganglion. 
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resulting from fractured ribs or for unilateral 
postoperative pain in the abdominal wall which 
unless relieved produces splinting of the chest 
with resultant atelectasis. Respiratory dysfunc- 
tion as a result of pain may be serious enough 
to lead to an increasing cyanosis and associated 
accumulation of carbon dioxide. There is no 
substitute for patient cooperation in coughing 
and in deep breathing to prevent complications 
but intercostal blocks may encourage this. The 
technic is one of placing the needles just under 
the bony rib margin in the posterior axillary line. 

The chemical blocking agent to be used is an 
important consideration and must be individual- 
ized in accordance with whether a temporary 
or more permanent type of block is desired. 
Procaine in 1 or 2 per cent solution is most often 
the agent of choice in a diagnostic pain blocking 
procedure. Pontocaine,® 0.15-0.3 per cent is also 
an excellent agent, usually resulting in a pro- 
longed block of at least four hours. The patient 
should have very little premedication in order to 
be aware fully of the effects of the modification 
of his pain and in order to appreciate fully the 
associated numbness. If the patient reacts favor- 
ably to the procedure and a block of many weeks 
is desired, some agent with more prolonged 
effects may be used. Absolute alcohol may be 
used in sympathetic blocks but it is contrain- 
dicated in somatic nerve blocking. Following 
the use of this agent on intercostal nerves a high 
incidence of a chemical neuritis occurs, and this 
neuritis may well become the primary pain 
problem. The need for a more innocuous agent 
led to the trial of 6 per cent aqueous solu- 
tion of phenol. The first animal experiments 
were done by Felix Mandl in 1945 and the first 
clinical application was made by Haxton in 
1947. In 1949 he reported 220 cases in which 
warmed 10 per cent aqueous solution of phenol 
was used in performing lumbar sympathetic 
block. In a two-year follow-up in his series, the 
block was considered to be permanent. However, 
the weaker 6 per cent aqueous solution of phenol 
is reversible and will effectively block the ganglia 
for three days to two months. There is consid- 
erable variation in the duration of the block, 
apparently depending upon the concentration of 
the agent in the vicinity of the ganglia following 
its injection. When this agent is used on somatic 
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nerves it does not cause a neuritis and usually 
gives an effective block for at least three weeks. 
For a desired block of many days’ duration, 6 
per cent phenol is therefore the agent of choice. 
Many problems of chemical interruption of 
painful pathways have been overcome by x-ray 
verification of the position of the needles and 
pre-injection of diodrast® to visualize diffusion 
of the injected blocking agent. The use of 6 
per cent aqueous solution of phenol gives a pro- 
longed blocking effect that is reversible over a 
varying length of time. Thus, with the means of 
chemical interruption of pain pathways at our 
disposal, what results may be expected? 
Excluding such variables as poor blocking 
technics, the results following therapeutic blocks 
are dependent upon the individual patient and 
also upon the doctor-patient relationship. So- 
called pain clinics in which there is no close 
rapport and no continuous follow-up defeat their 
own purpose and actually benefit the patient very 
little. Close follow-up observation of the chronic 
pain problem will allow accurate classification of 
the patient. Most patients have never heard of 
“a pain clinic.” The probable outcome of a nerve 
blocking procedure cannot always be predicted 
in advance. It is wise therefore to use an agent 
with transient effect first and to evaluate the 
patient’s reaction to it before proceeding to the 
use of an agent with more prolonged or per- 
manent effects. A situation in which each succes- 
sive block increases the patient’s pain identifies 
this patient as primarily a psychiatric problem. 
In some patients numbness is so distasteful that 
the pain is preferable to the numbness. Per- 
manent interruption of pain pathways in these 
patients is strictly contraindicated if the pro- 
cedure will result in coincident numbness. Others 
suffering from severe pain will express apprecia- 
tion for relief of their painful states but will 
continue to demand opiates as before. In spite 
of their addiction, these patients are definitely 
benefited. Whereas large doses of the alkaloids 
had previously only dulled their consciousness 
and depressed their respiratory center, they are 
now contented patients and their opiates should 
be continued. The majority of patients suffering 
from cancer fall into this last group. Only a 
small percentage of chronic pain problems will 
be completely controlled by these methods. Re- 
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lieving the pain in one area of the body will often 
uncover pain in another part. Especially in pa- 
tients chronically addicted to narcotics, the pain 
control is never complete. The psychological 


drive for continuation of morphine requires the 


pain to continue even if it exists to a lesser 
degree. However, in spite of many disappoint- 
ments in attempting to control pain by interrup- 
tion of pain pathways, the incidence of partial 
success is relatively high and this partial success 
is rewarding indeed to both the patient and to 
his physician. 
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DISCUSSION (Abstract) 


Dr. Donald W. Smith, Miami, Fla—Until one becomes 
interested in the diagnostic and therapeutic value of the 


various somatic and sympathetic nerve blocks which Dr. ° 


Appleton has discussed, one does not appreciate the value 
of these simple procedures. Some knowledge of the 
regional anatomy and physiology of the nervous system 
is necessary for the application of nerve blocks, but the 
technic of the various blocks is simple and all are rela- 
tively safe. By their use many confusing painful lesions 
in the extremities, thorax and abdomen may be dif- 
ferentiated, pathologic reflexes interrupted and pain 
syndromes relieved. 


Methods vary somewhat. For splanchnic block we 
place a five or even seven-inch needle as in a lumbar 
sympathetic block, perpendicularly to contact the trans- 
verse process of the first lumbar vertebra; then redirect 
it upward, medially and inward for about 4 or 5 cm. 
and inject 15 or more cc. of 1 per cent procaine. The 
right side is usually approached as it is adequate in all 
painful biliary and most pancreatic lesions. In the latter, 
bilateral injection may be necessary. Splanchnic block 
should be routine in ureteral colic as small calculi then 
frequently pass abruptly. 

Stellate block has extensive usefulness. It may be sus- 
tained by repeating at 6, 8, or 12-hour intervals, and 
may be used bilaterally. We first displace all overlying 
soft tissues by forcing two fingers into the neck an- 
teriorly, medial to the sternomastoid muscle, thus separat- 
ing the great vessels from the trachea, and permitting 
the ganglia and sympathetic chain to attain a sub- 
cutaneous position low in the neck for injection. A 1 or 
1% inch 22-gauge needle may then be placed in contact 
with the base of the transverse process of the sixth or 
seventh cervical vertebra for injections of the chain. 

There is a need for a prolonged harmless local anes- 
thetic. We have not tried 6 per cent phenol solution. 
This may be the answer. 
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THE RATIONAL TREATMENT OF OS 
CALCIS FRACTURES* 


By Frank C. Honces, M.D. 
Abilene, Texas 


Rational treatment requires that a reason 
exist for the methods used. The purpose of 
this paper is to urge rationalization in the 
treatment of fractures of the os calcis. 

The case records of sixty patients with frac- 
tured heels were analyzed. Approximately 
two-thirds of the group were treated by us 
and the other one-third were examined late 
for the purpose of evaluating disability. One 
striking finding was that in the group exam- 
ined late for disability evaluations, 80 per 
cent had received no corrective treatment. 
The history frequently was that a cast had 
been applied without anesthesia and worn 
for a few weeks. In the group treated by us no 
corrective measures were taken in 26 per cent. 
One might deduct from this that many physi- 
cians feel that the results in fractured heels 
are so universally poor that no treatment is as 
good as any treatment. ‘This observation 
stimulated me to write this paper and in it 
attempt to outline adequate examination of 
heel injuries and to rationalize treatment 
based upon the findings. 


Treatment of a fracture of the os calcis 
should be planned after study of x-ray films 
which vividly portray the changes from the 
normal which was present. I have attempted 
to work out a standard x-ray examination 
which will do this. In some cases other ex- 
posures will be indicated for certain purposes. 
Our standard preliminary films consist of five 
views: (1) axial view of the os calcis; (2) 
lateral view of os calcis; (3) two lateral ob- 
lique views; (4) dorsoplantar through the 
mid tarsus. 

The axial view is best obtained with the 
patient supine, and in fresh fractures with the 
knee well flexed to permit better dorsiflexion 
of the ankle. This view must show the pos- 
terior and middle facets of the calcaneus 
(Figs. 1 and 2). The lateral view will show 
the tuber joint angle. This angle is signifi- 
cant as an indication of severity of injury but 


*Read in Section on Orthopedic and Traumatic Surgery, 


Southern Medical Association, Forty-Fifth Annual M 
Dallas, Texas, November 5-8, 1951. 
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I do not feel that it is a valuable index by 
which to gauge results of treatment or by 
which to prognose functional results. The two 
lateral oblique views afford a study of the 
posterior facet. Two views are necessary in 
the lateral because of the dome-shaped con- 
tour of this facet. Figure 3 shows the position 
of the patient to visualize the medial and su- 
perior portion of the posterior facet in the 
lateral views as seen in Figure 4. Figure 5 
shows the position of the patient and tube to 
visualize the lateral and inferior portion of 
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the posterior facet as is seen in Figure 6. The 
dorso-plantar view of the foot shows the front 
of the calcaneus and its articulation with the 
cuboid. 

When the examination outlined above is 
complete, treatment is planned. One must 
keep in mind that in the majority of cases the 
changes from the normal existing at the pos- 
terior facet will indicate the functional result. 
If nearly normal relations can be restored here 
a good functional result, with talo-calcaneal 
motion, can be predicted. If this joint is 


Fic. 1 


Position of patient and x-ray tube to obtain axial views of 
os calcis. 


Fic. 2 


Axial view of os calcis showing (1) posterior facet and (2) 
middle facet. 


Fic. 3 
Position of patient and x-ray tube to obtain lateral view of 


posteromedial portion of the posterior facet. Note that rays 
are vertical. 


Fic. 4 
Lateral view of posteromedial portion of the posterior facet. 
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irreparably damaged good functional results 
can be obtained only by obliteration of talo- 
calcaneal motion. 

Methods of treatment can be grouped 
roughly as follows: group I, those requiring 
no corrective measures. There are many frac- 
tures of the os calcis which do not involve 
articulating surfaces and these require only 
protection from weight bearing until healing 
occurs. These constitute no problem except 
that the surgeon should be sure from the ex- 


Fic. 5 


Position of patient, and x-ray tube to obtain lateral view 
of the anterolateral portion of the posterior facet. Note 
that rays are directed 10 degrees toward the head. 
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amination that the case belongs in this group. 
Group II consists of fractures so severe that it 
is obvious after examination that the only 
chance for a good functional result is with ob- 
literation of talo-calcaneal motion. This group 
can be subdivided into (a) those that will 
progress rather promptly (in three to four 
months) to spontaneous fusion (Fig. 7); and 


Fic. 7 


Lateral view of os calcis in which spontaneous subtalar 
fusion occurred. 


Fic. 6 


Lateral view of the anterolateral portion of the posterior 
acet. 


Fic. 8 


Lateral view of os calcis showing disruption of posterior 
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(b) those that will require surgical measure to 
induce talo-calcaneal fusion. Group III con- 
tains fractures with involvement of articu- 
lating surfaces but in which there is a reason- 
able expectancy that corrective measures will 
result in sufficient restoration of articulating 


Fic. 9 


Axial view, same case as Fig. 8, showing disruption of pos- 


terior facet. 
A 


Fic. 10 


Axial view, same as Fig. 9 after reduction. 


HODGES: OS CALCIS FRACTURES 


687 


surfaces to permit good function with talo- 
calcaneal motion maintained. This is the 
group that taxes the ingenuity of the surgeon. 
The axial and lateral oblique views will show 
disturbed relations at the posterior facet. They 
may show an impacted fracture through the 


Fic. 11 


Lateral view of same case as Fig. 8 showing posteromedial 
portion of posterior facet after reduction. 


Fic. 12 


Lateral view of same case as Fig. 8 showing anteromedial 
portion of posterior facet after reduction. 
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body of the os calcis posterior to the posterior 
facet with fracture lines extending from this 
into the articular surface of the posterior 
facet and with depression of the lateral por- 
tion of this facet and possibly with a ledge 
apparent in the axial view (Figs. 8, 9, 10, 11, 
and /2). I think that in such cases one should 
institute treatment by the Bohler! method 
and that re-examination after this will indicate 
whether the method is sufficient or not. If 
the findings after the Bohler method show 
inadequate restoration of articular surface a 
triple arthrodesis should be planned accord- 
ing to the method of Conn.? 


Primary open operative methods for restor- 
ing better relations at the posterior facet have 
been proposed by Dr. Palmer? and others 
earlier. This sounds better in theory than has 
been found in practice. When this joint is 
exposed surgically it is usually found to be so 
comminuted that restoration appears more 
futile than restoration of a depressed lateral 
tibial plateau. I do feel that Dr. Palmer gave 
a plausible and lucid explanation of what ac- 
tually happens at the posterior facet in os 
calcis fractures and that he has contributed 
much to the evaluation of this injury after 
adequate x-ray examination but I do not feel 
that this will permit surgical restoration of the 
posterior facet in very many cases. 

Bohler made a valuable contribution to the 
treatment of os calcis fractures. The method 
is flexible enough to permit rational varia- 
tion to meet the demands of treatment in 
most cases. In our group fifty-four per cent 
were treated by the Bohler method, twenty- 
six per cent received no corrective treatment, 
10 per cent by Otto Hermann‘ method. Eleven 
per cent of patients had bilateral fractures. 
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DISCUSSION (Abstract) 


Dr. Earl D. McBride, Oklahoma City, Okla.—I agree 
with Dr. Hodges that thorough x-ray examination is 
important. I further agree with him that the more im- 
portant fractures are those of the posterior and middle 
facets involving the articular structures. 
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Several years ago I tried open surgery in several 
cases of fractures of the os calcis and was soon con- 
vinced that closed reduction was much preferable. 


The prognosis in respect to the time required for 
recovery from pain and disability is often not given 
full consideration. I have found that it requires ap- 
proximately two years for this fracture to recover to 
the extent that the individual is able to stand and 
walk fairly comfortably. 

In treating the os calcis I prefer traction similar to 
that originally recommended by Bohler. I had the op- 
portunity of seeing Bohler demonstrate his method of 
treatment, but when I attempted his technic I found 
the suspension of the leg quite impractical. I shortly 
thereafter invented what I call the “tripod” traction 
apparatus for exerting a three-way force on the frac- 
tured os calcis. 

This equipment consists of three Steinmann pins 
with turnbuckles. One pin is placed in the tibia about 
six inches above the ankle, another through the tip 
end of the os calcis and the third through the base 
of the metatarsal bone. The turnbuckles are applied 
and the heel is then molded with a vice and a plaster 
cast is applied from the toes to the knee, including the 
pins. The heel portion of the cast is cut away so that 
when the turnbuckles are tightened the heel will be 
forced downward and backward. 

This apparatus is worn for about three weeks, at 
least until all the correction possible can be obtained. 
The foot is then transferred to a simple plaster cast, 
and a walking cast heel can be applied at the end of 
five weeks. It is very important to mold the cast so 
that there will be no weight bearing on the os calcis. 

Walking in a shoe should not be permitted for at 
least nine weeks following the fracture. The arch 
should then be braced so that the heel will be greatly 
protected; otherwise the soft cancellous bone of the 
os calcis might permit flattening out of the angle of 
the tuber. 

Dr. Ben L. Schoolfield, Dallas, Tex.—I have been 
using a modification of the method of Westhues as 
described by Bohler in Volume 2, 5th Edition of his 
book on fractures. It was the subject of a paper pre- 
sented before the Texas State Medical Association in 
1944 by myself. 


Briefly it consists of reduction of the fracture of 
the os calcis by means of a vise, that of Bohler and 
Forrester, or any good vise. The heel is well protected 
by the use of heavy felt while pressure is applied to 
the sides of the bone by the jaws of the vise, care 
being taken to apply the jaws just below the malleoli. 
A tangential x-ray checkup is then made and re- 
duction is followed by the introduction of a Steinmann 
pin in the long axis of the os calcis. The pin enters 
about the middle of the heel behind and is driven 
obliquely upward and forward into the posterior frag- 
ment. Any upward tilting of that fragment may be 
corrected then by depressing the drill and pin which 
is next driven forward into the anterior fragment for 
firm fixation internally. Further x-ray checkup may 
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be made at this time. This is followed by external 
fixation by means of a plaster-of-Paris support which 
incorporates the projection portion of the Steinmann 
pin which now becomes an integral part of the ex- 
ternal support. During the application of the plaster, 
the posterior part of the heel is depressed and the 
forefoot is likewise depressed in counter-traction. In 
my practice, the plaster ends at the knee, but Westhues 
carried it to the mid-thigh. 

This method of reducing and fixing fractures of the 
os calcis has proved excellent in my hands and no 
slipping of fragments has ever been noted though I 
have seen several instances of such slipping where the 
pins were introduced crosswise to the bone. 


Dr. Hodges (closing)—I wish to reiterate the pur- 
pose of the paper which was to call attention to the 
most important part of the treatment of fractured 
heels which is to restore the articular surfaces between 
the os calcis and talus as well as possible. 


FACIAL LESIONS OF INTEREST TO THE 
GENERAL PRACTITIONER AND THE 
PLASTIC SURGEON* 


By Wm. Mitton Apams, M.D. 
and 
James H. HENprRIx, Jr., M.D. 
Memphis, Tennessee 


The general practitioner is not only usually 
the first to be consulted by a patient with a 
facial lesion, but he is in a position to call atten- 
tion to those lesions observed incidentally, 
whether in practice or elsewhere, which should 
be removed. Many individuals have lesions of 
the face which are actually or potentially 
malignant, yet are unaware of their danger. By 
training himself to be on the alert for such lesions 
and seeing that they receive proper attention, 
the general practitioner may be able to prevent 
many cancers. Again, persons with benign but 
unsightly facial lesions often fail to seek their 
temoval because of fear of the consequences. 
Here, also, by explaining the nature of the treat- 
ment and the results to be expected, the phy- 
sician may be instrumental in improving not 
only the appearance but the general outlook of 
these individuals. 


Since plastic surgery is often essential in the 


_ *Read in Section on General Practice, Southern Medical Associa- 
i Forty-Fifth Annual Meeting, Dallas, Texas, November 5-8, 
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treatment of facial lesions, the present discussion 
is offered in a spirit of cooperation with the 
general practitioner in the diagnosis and treat- 
ment of the more common types, especially those 
which carry the danger of malignancy. 


MOLES 


Everyone has at least a few moles, or nevi, on 
different areas of the body. Removal of all such 
growths is neither desirable nor practicable. On 
the other hand, it is erroneous to assume that all 
moles are harmless. Certain types, particularly 
the deeply pigmented variety, have a tendency to 
melanotic change. Also, any mole may become 
malignant if subjected to persistent trauma or 
irritation. Malignant degeneration from trauma 
is most likely in those on the face, the line of 
the collar around the neck, the line of the bra 
strap and belt on the trunk, the palms of the 
hands and soles of the feet. 


Physicians are frequently requested to remove 
ordinary moles for cosmetic reasons. Moles sub- 
jected to trauma should always be removed as 
a preventive measure. Also, a pigmented mole 
which undergoes a change in color, surface 
character or size should be removed immediately. 
Malignant change of deeply pigmented moles 
usually takes place after puberty, and for this 
reason they should be removed in childhood. 

Since moles involve all the layers of the skin, 
excision by an elliptical incision is by far the 
method of cMoice. Other measures, if employed 
in sufficient dosage to destroy the growth, will 
usually produce unsightly scars. In the poten- 
tially malignant type, the excision should be 
carried not only deeply, but should include a 
wide margin of the surrounding tissue. Small 
wounds may be closed by simple suture, while 
large defects call for repair by the use of a skin 
graft. Pathologic study of the lesion is always 
advisable, that one may be sure whether it is 
benign or malignant. 

When methods of treatment other than ex- 
cision are used, a close followup is indicated. 
If a recurrence appears, one should not tem- 
porize further, but should excise the lesion widely 
without delay. 

WARTS 
Common warts, or verrucae, seldom become 


malignant. The patient consults the physician 
because of their unsightly appearance. 


: 

| 
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Some warts may be removed by electrodesic- 
cation or carbon dioxide snow, though the most 
satisfactory treatment for the majority is sur- 
gical excision. Large verrucae may require a 
multiple stage operation and repair of the defect 
with a skin graft. 

Verrucous nevi, which are wart-like pigmented 
moles, should always be removed, not only for 
cosmetic reasons but also because they may quite 
possibly become malignant. Here, also, surgical 
removal is preferable, followed by microscopic 
examination of the lesion. 


Fic. 1, Case 1 
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HYPERKERATOSES AND LEUKOPLAKIA 


Hyperkeratoses are characterized by a piling 
up or overgrowth of the horny layer of epi- 
thelium. They are observed most often on 
elderly individuals with thin skin and fair or 
florid complexion. Usually they appear on the 
face and dorsum of the hands, the majority being 
caused by prolonged exposure to sunlight. Those 
of long duration and exceptional thickness are 
likely to become malignant. 


Since hyperkeratoses are induced or aggra- 
vated by actinic rays, x-ray therapy is to be 


C. V., a fifty-two-year-old woman, with a warty growth on the upper lip of approximately four years’ duration. She was treated 
intermittently over the four years by irradiation. Residual tumor still present. (A) Epidermoid carcinoma of upper lip preoperatively. 
(B) Extent of excision of lip necessary to remove all the disease with a border of normal tissue. (C) Following Estlander Abbe flap 


graft from lower lip. (D) Repair one month postoperatively. 
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avoided. A slight piling up of the skin, scaling 
or peeling involving only the superficial layers 
may be treated by acid, a light application of 
carbon dioxide snow, or electrodesiccation. One 
| On should be adept in the administration of these 
r or agents, however, as too little or too much may 
| the easily be given. In any case, one should be 
eing | careful not to destroy the full thickness of the 
‘hose skin. 


The treatment of choice for these lesions is 
surgical excision. Following their removal, the 
3gta- tissue should always be examined by a pa- 
be thologist. 
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an open gap in the lip, such as we have seen at 
times following excision of an area of leuko- 
plakia. 

XANTHOMAS 


These lesions consist of yellow nodules or 
slightly raised plaques in the skin, usually of 
the eyelids. Although unlikely to undergo malig- 
nant change, they often become unsightly and 


“ 

. We should like to call attention especially to : 
. hyperkeratosis or leukoplakia of the lip. The 4 
lower lip, being most exposed to the sun’s rays, i 
is usually the one which undergoes leukoplakic Fl 

change. As a prophylactic measure, if not for 

actual malignancy, all these lesions should be & 
completely excised, including the exposed mem- x 


branous portion of the lip. The mucous mem- 
brane on the inside of the lip is then generously 
undermined, brought forward and sutured over 
the defect. This gives a satisfactory cosmetic 
result and certainly one which is far better than 


Fic. 2, Case 2 


treated 
atively. 


J. C., a forty-five-year-old man ten years following a burn of the scalp by hot tar. (A) Chronic ulceration of the scalp of ten years’ 


duration. (B) Following repair of the defect by skin graft. (C) After hair had grown sufficiently to cover the defect. 
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for this reason one may recommend their re- desiccation. Excision is best, however, as they 
moval. may extend into the deeper layers of the skin. 
Xanthomas may be treated by acids or electro In excisions about the lids, it is well to remove 


Fic. 3, CAsE 3 


S. C., a white girl, age 2, with a pigmented nevus of the neck and chin present since birth. This type of nevus is not to be confused 
yt melanoma. Surgery is a treatment of choice. (A) Pigmented nevus of chin and neck. (B) Three weeks after complete excision 
of the nevus. 


Fic. 4, Case 4 


R. L., a twenty-five-year-old woman, with a pigmented nevus of the left ear. The lesion had been present for four years; during this 
time it had increased in size and its color had deepened. As early malignancy was suspected, the lesion was widely excised for 
microscopic study; however, the pathologic diagnosis was benign pigmented nevus. (A) Benign pigmented nevus of ear. (B) One month 
after excision of nevus and repair of the defect with a full thickness skin graft from behind the ear. 
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an apron of skin of the lid around the growth, 
in order to prevent further xanthomatous forma- 


tion. The procedure is a simple one and the 


tissues may be sutured together. 
BASAL CELL EPITHELIOMAS AND CARCINOMAS 


Basal cell lesions usually originate in keratoses 
which continue to be exposed to sunlight. In 
the early stages they are recognized by rather 
small ulcerations or punched-out areas with rolled 
borders, surrounded by an area of erythema or 
induration. One who sees a considerable number 
of these small epitheliomas can make the diag- 
nosis at a glance. In the late stages, they present 
large ulcerative craters with spreading borders 
and necrotic or granulating centers. 

The smaller basal cell lesions should be excised 
in toto and a microscopic diagnosis made from 
the entire growth. Biopsy specimens of the larger 
lesions should be removed at the margins of the 
spreading ulcer and should include normal skin 
as well as the eroded border. 

Large, necrotic growths may respond very well 
to x-ray therapy when given by experts. We 
believe, however, they are best removed sur- 
gically. The treatment is thus consummated im- 
mediately and pathologic study will enable one 
to determine whether the growth is removed in 
its entirety. Following excision, repair of the 
defect by a free full thickness skin graft or 
pedicle flap gives the best cosmetic result. 


SQUAMOUS CELL CARCINOMAS 


Of all the epitheliomas, squamous cell car- 
cinomas are the most malignant. On the face, 
they usually appear on the lower portion, es- 
pecially the lower lip, and with few exceptions 
develop in long standing benign lesions. 

Before any type of treatment is instituted, 
growths suspected of being squamous cell car- 
cinomas should be subjected to pathologic diag- 
nosis. The specimen may be removed without 
fear of spread of the disease. Preferably, how- 
ever, small growths are excised im toto for 
biopsy; healing will take place more rapidly and 
the scar will be smoother. 

For large, ulcerative, necrotic lesions, such as 
those which involve the entire lower lip and 
portions of the upper lip, surgical excision is 
practically always the treatment of choice. Oc- 
casionally, preliminary x-ray therapy will aid in 
cleaning up the secondary infection. When sur- 
gery is undertaken for squamous cell carcinoma, 
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regardless of its extent, one should be prepared 
to complete the operation at one sitting. Even 
though resection of the entire maxilla or mandi- 
ble, excision of the nose, the upper or lower lip 
or the eyelids, exenteration of the orbit or neck 
dissection may be necessary in order to destroy 
the growth completely, the surgeon should not 
be deterred from carrying out the operation. By 
a well planned plastic procedure, a repair which 
might otherwise require a two- or three-stage 
operation may be completed in one stage with 
relatively little difficulty and with a good func- 
tional result. This is not only an economic ad- 
vantage, but is important as a means of restor- 
ing the patient’s morale. 

Following treatment of squamous cell car- 
cinoma by either irradiation or surgical ex- 
cision, one must be on the alert for metastases 
to the lymph nodes. Those on the face and 
lower lip are most likely to metastasize to the 
superior cervical chain and the submaxillary 
nodes. One should also look for metastases in 
the glands of the cheek immediately lateral to 
the commissure of the mouth. 

The question of treatment of metastases in 
these cases is beyond the scope of this dis- 
cussion. One may mention, however, that in 
grade I squamous cell carcinoma, routine pro- 
phylactic regional lymph node dissections are not 
indicated. In grades II and III, with or without 
extension into the musculature, a regional lymph 
node dissection is usually advisable after one is 
confident that the primary lesion has been 
eradicated. 

MELANOMAS 


The majority of melanomas arise in pig- 
mented moles. They may develop at any age, 
but are relatively benign until after puberty. 
Once the transformation takes place, they be- 
come highly malignant. 

As stated previously, melanomas may be pre- 
vented by wide surgical excision of all deeply 
pigmented moles during early childhood. Any 
method of treatment other than total surgical 
excision of a mole suspected of being actually 
or potentially melanotic is contraindicated. If 
necessary, the defect should be repaired by a 
graft. 

The treatment of the regional lymph nodes is 
controversial. We have found that each case is 
a problem in itself and must be considered with 
respect to the location and extent of the glan- 
dular invasion and the age of the patient. In 
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many cases, the nodes should not be disturbed; 
in others, they should be excised. If undertaken, 
the excision should be radical. 


HEMANGIOMAS 


Hemangiomas are of three types: (1) cap- 
illary, (2) cavernous and (3) mixed capillary 
and cavernous. 

The capillary hemangioma, the so-called port 
wine stain, is not amenable to conservative 
treatment. Many of this group can. be well dis- 
guised with cover mark; in women, this is often 
the best method of management. Men will 
seldom subscribe to such measures, preferring 
surgical excision in multiple stages, with or with- 
out replacement by a graft as the case demands. 

Few cavernous hemangiomas undergo malig- 
nant change. In infants, such lesions sometimes 
gradually disappear. Others remain unchanged 
or increase in size. If unsightly or subject to 
trauma, treatment is desirable. Carbon dioxide 
is used by some pediatricians, but is not regarded 
with favor by plastic surgeons, as a noticeable 
permanent scar often results, necessitating sur- 
gical excision and skin grafting. X-ray or 
radium therapy, or both, may cause the heman- 
gioma to disappear, but here again an undesir- 
able scar may be produced. Moreover, irradia- 
tion of hemangiomas in children is likely to 
lead to bone destruction and consequent arrest 
of development of the face. Although the im- 
mediate result is excellent, one will be distressed 
twelve or fifteen years later to observe that the 
child has a marked facial asymmetry. Also, even 
years after treatment, the scar may break down 
and require excision and plastic repair. 

Internal electrical desiccation, by means of a 
long needle which is insulated except at the point 
and which permits one to desiccate the mass at 
multiple points, is a satisfactory method of treat- 
ment. Sclerosing solutions, such as sodium 
morrhuate, are likewise effective in eliminating 
some of these cavernous hemangiomas. Scleros- 
ing solutions may also be used prior to surgical 
excision, to shrink the lesion and thus facilitate 
the operation. 


The majority of cavernous hemangiomas lend 
themselves readily to simple excision, by far the 
best method of treatment. If extensive, skin 
grafting is necessary following excision. In the 
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presence of malignant degeneration of a lesion 
which has not been completely excised and 


which cannot be controlled by other means, one . 


may have to resort to irradiation. 

Not infrequently, one observes a hemangioma 
containing both capillary and cavernous ele- 
ments. These may be removed by the injection 
of sclerosing solution or electrodesiccation com- 
bined with surgical excision. The capillary por- 
tion can-be destroyed only by surgery. 


SCARS 


Doctors should always notice scars. Persons 
so affected are frequently unaware that they 
can be removed, and the doctor should advise 
them in the matter. Others request removal of 
scars because of their unsightly appearance or 
because they are distorting the features or inter- 
fering with function. Another excellent reason 
for their removal is the danger of malignancy. 
Simple traumatic scars seldom become malig- 
nant; those produced by fire or chemical burns 
are more likely to do so, while scars produced by 
x-ray or radium burns have a strong tendency 
to malignancy. Not infrequently, a scar will 
undergo malignant change even ten or twenty 
years following irradiation. The older the scar, 
the greater the likelihood of malignancy. 

One is always justified in treating scars for 
purely cosmetic reasons, for improving function 
or as a prophylactic measure against cancer. In 
addition, any scar which tends to crack, scale or 
ulcerate should receive prompt attention. 

Irradiation of a scar will only aggravate the 
condition and is to be strictly avoided. Nor 
should one waste time in applying ointments or 
salves. The only proper treatment is wide sur- 
gical excision and replacement by normal tissue 
from some other area of the body. The excised 
tissue should be studied microscopically for 
cancer cells. 

CONCLUSIONS 


With few exceptions, intelligent treatment of 
lesions of the face must be based upon path- 
ologic study to determine whether they are 
benign or malignant and, if the latter, the type 
of the malignancy. Many lesions which grossly 
appear benign prove on microscopic study to be 
malignant and, conversely, those which appear 
malignant may prove to be benign. 


Vol. 
can 
mer 
they 
pre’ 
cra 
inc! 
whi 
unc 
for 
cer 
side 
pro 
uth 
ade 
firs 
res 
suc 
or 
dee 
Me 
cis 
sul 
tiv 
lea 
mé 
pr 
les 
ba 
tie 
ire 
X. 
les 
Su 
co 
be 
its 
m 
le 
WwW 
m 
by 
re 
m 
ir 


Vol. 45 No. & 


It is axiomatic that the surest treatment of 
cancer is prevention. Removal of deeply pig- 
mented moles, or any moles, warts or other 
lesions which are subjected to trauma, before 
they undergo a change in character or size will 
prevent many malignancies of the skin. Any 
cracking or piling up of the skin, any loss or 
increase in density of pigmentation, or any ulcer 
which does not heal within two or three weeks 
under conservative treatment is sufficient reason 
for microscopic study. If not definitely can- 
cerous, the majority of such lesions may be con- 
sidered precancerous and the indication for their 
prompt removal is clear. 

Whatever the type of the lesion, it is of the 
utmost importance that the initial treatment be 
adequate. In many cases, the physician who 
first treats the patient is responsible for the end 
result. Benign superficial lesions may often be 
successfully removed by electrodesiccation, acids, 
or surgical excision. Those which invade the 
deeper layers of the skin should be excised. 
Moles, especially, require wide and deep ex- 
cision. Ulcerative lesions are also best removed 
surgically. Although x-ray therapy may be cura- 
tive of certain types of facial lesions, it may 
leave scars which in themselves are potentially 
malignant. Further, x-ray therapy is usually 
prolonged and one cannot be certain that the 
lesion is completely eradicated; the dosages are 
based upon a calculated average and each pa- 
tient’s response is different. For this reason, 
frequent follow-up observations are necessary. 
X-ray therapy is definitely contraindicated for 
lesions produced by x-rays, burns or actinic rays. 
Surgery, on the other hand, destroys the lesion 
completely and at one stroke, so to speak. Any 
question as to its complete removal may always 
be determined by immediate pathologic study of 
its margins; if necessary, the excision may be 
made more extensive at the same operation. 

Small defects created by excision of a facial 
lesion offer little or no problem of repair. The 
wound may be closed primarily, with good cos- 
metic effect. For large defects, repair preferably 
by means of free full thickness skin grafts or 
rotational or pedicle flaps insures the best cos- 
metic result. In the latter group, especially, the 
interests of the patient are best served by the 
cooperation of the general practitioner and the 
plastic surgeon. 
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ROLE OF LOBOTOMY IN PSYCHIATRIC 
MANAGEMENT* 


By Davin C. Witson, M.D. 
Charlottesville, Virginia 


The operation of prefrontal lobotomy is not a 
precise procedure in which a definite portion of 
the brain is removed with a definite known 
result. It is not, for example, as specific in its 
results as a chordotomy or as the operations for 
epilepsy done by Penfield and others. By the 
use of the electro-encephalograph, these surgeons 
are able to delineate the abnormal area in the 
brain so they can continue to cut until the cause 
for the abnormal electric response is removed. 
This cannot be done when prefrontal lobotomy 
is used to correct the total behavior of the in- 
dividual. We have no definite knowledge of the 
function of the frontal lobes, we do not know 
what the operation does to the function and we 
do not know what relationship either of these 
factors (namely, the function of the frontal lobe 
and the change produced by the operation) has 
to the total personality reaction. 


The main reason for doing the operation is that 
it usually works; it brings results sufficiently suc- 
cessful to make it worthwhile. The topectomy, 
the thalamotomy and other refinements of the 
operation are efforts to make the method more 
precise, but the fact that the very crude, non- 
surgical transorbital form of brain mutilation is 
said to produce the same results as the other 
more precise methods, indicates that the location 
‘of the brain structure damaged has very little to 
do with the results obtained. Prefrontal lobotomy 
is still an empirical form of therapy as are insulin 
and electroshock, but unlike them, it produces 
permanent change in the cerebrum. This fact 
must be considered when we discuss the role of 
prefrontal lobotomy in psychiatric management. 


The indications and the results of the pro- 
cedure may be studied from two points of view. 
First, the patient’s point of view should come 
under consideration. What can he hope to get 
from the procedure? Second, the psychiatrist has 
a point of view which depends on many factors. 
For example, in the end, it is the psychiatrist 
who has the responsibility for making the de- 
cision for the operation and for arranging the 


*Read in Section on Neurology and Psychiatry, Southern 
Medical Association, Forty-Fifth Annual Meeting, Dallas, Texas, 
November 5-8, 1951. 
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aftercare. The psychiatrist has to convince the 
family doctor who may be called in to represent 
the family when the treatment is considered so 
it is important that this doctor as well as the 
surgeon know the role of the operation in the 
management of psychiatric cases. 


As a rule, the patient has been sick for a long 
time. Shock therapies and psychotherapy have 
been tried for at least two years without avail so 
the patient is usually too sick to be expected to 
make a decision. Recently, however, there has 
been an increasing demand by patients who are 
unhappy and depressed to have the operation. 
If you, as their psychiatrist, refuse to recommend 
it, they will go shopping until they have the 
operation performed. It is very much like women 
who are determined to get rid of their pelvic 
organs, and who will shop around until they 
find the gynecologist who will conform to their 
wishes. Such patients are perfectly capable of 
making decisions. In considering the patient’s 
point of view, therefore, it is necessary to look at 
the first type, the very sick patient, through our 
own eyes, placing ourselves in his position. In 
considering the second group, represented by the 
patient who comes in begging for the operation, 
we should try to understand his need for it and 
his motives. 


First then, from the patient’s point of view, the 
danger of death from the standard leukotomy 
is not great, but there is definite danger of 
convulsions. These apparently are easily con- 
trolled by medication. There is danger that 
sphincter control may be lost permanently. The 
main risks, however, are to personality traits. 
Intelligence will not be diminished; indeed, it 
may be enhanced. Sex drive is probably not 
affected. Emotional responses are still present 
but they may at times be inappropriate. The 
ability to feel anxiety will be diminished and it 
will have less effect on behavior, perhaps affect- 
ing judgment. The ability to initiate action will 
be grossly retarded. The fundamental psycho- 
pathology which made the abnormal behavior 
necessary will remain unchanged, but will not 
affect behavior except under conditions of un- 
usual stress. Therefore, there is a chance that 
the patient will be able to dismiss his mental 
disease and return to society. At least 30 per 
cent of post lobotomy cases do return to their 
homes and a great number of these return to 
work. 


In summary, the patient who is considering 
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lobotomy could hope to get rid in large degree 
of his crippling anxiety with all the complicating 
patterns of behavior which go with it. If he 
cannot be discharged from the hospital, he has a 
good chance of being much more helpful and 
happy within its walls as a result. 


On the opposite side, so to speak, there are 
things to make him hesitate. The patient should 
know that although there are fairly definite rules 
which foretell results, these rules have so many 
exceptions that one could very easily doubt the 
value of prognostic criteria. The person to be 
operated upon also should know that other 
methods of treatment are advancing all the time, 
especially the skill of the psychotherapist in treat- 
ing the chronic mental disorders, the very dis- 
eases for which the operation is done. It is found 
that when one therapist cannot relate himself to 
the patient to effect a cure, very often another 
one in a different setting may do so. There is 
always hope, although slim, that even if the 
disease has gone on for years, it may be changed. 
A recovery is always a possibility. On the other 
hand, while there may be a satisfactory life 
adjustment after lobotomy, the total personality 
reaction will never be the same so the possibility 
of cure is gone forever. A person who is suffer- 
ing severely, however, would think a personality 
defect after the operation to be of small con- 
sequence when considered in contrast to the 
relief from suffering which might be obtained. 


So much for the patient’s point of view: now 
to consider the operation as the psychiatrist 
sees it. The patient very rarely makes the choice 
between alternatives to operate or not to operate. 
This decision is made by the psychiatrist. This 
physician is deeply involved, since he knows the 
nature of the operation and knows the indica- 
tions for it as well as the contraindications. He 
knows that when he suggests a prefrontal to the 
surgeon he is admitting that none of his own 
technics have been of avail. He has failed to 
reach the patient and direct him back to health. 
He knows that once the prefrontal is done, all 
attempts to modify the underlying psycho- 
pathology will be of no value and that all he can 
do is to rehabilitate the new modified personality 
which results. He knows that the operation itself 
has no specificity to it so that regardless of 
whether it is a bi-medial transorbital, gyrectomy 
or topectomy, the results vary tremendously with 
the individual, but not with the operation. 


The duration of the disease is important. This 
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should not be beyond five years. The amount of 
arteriosclerosis of the cerebral vessels should be 
considered since the prognosis varies with the 
amount of brain damage already present. Pa- 
tients who evidence some effort to make an 
adjustment have a better prognosis. This takes 
the form of overactivity, hostility, irritability, 
smearing or refusal of food. The aggressive 
patient always has the better prognosis regardless 
of the form of therapy, but also he is the one 
who causes the most disturbance on the ward 
and engenders the most hostility in the attend- 
ants, nurses and even in the doctors themselves. 
Therefore, the psychiatrist has to consider him- 
self: is he hostile to the patient? How much 
pressure is on him to operate from his own 
desire to improve relations on the ward? Family 
pressure on the doctor is similar to pressure 
from the ward. Families are worn out with 
expense and irritated by the hostile attitudes 
and antagonism of the patient, so unconsciously 
they press for surgical intervention. 

Next, the psychiatrist should consider the 
diagnosis. Certain of the psychoneuroses respond 
best to the operation. The compulsive-obsessive 
of long standing is sufficiently relieved to get 
along with his compulsions in a happy fashion. 
Chronic anxiety is relieved. The agitated de- 
pressions which do not respond with permanent 
improvement to shock therapy will show great 
improvement after lobotomy. Schizophrenics who 
have become chronic and are not altered by any 
other form of therapy improve. Approximately 
25 per cent will return home and stay there. Up 
to 50 per cent of the schizophrenics will be def- 
initely improved. This improvement is most pro- 
nounced in the paranoid type, slightly less fre- 
quent in the catatonic and poorest in the hebe- 
phrenic and simple types of schizophrenia. 

There are certain types of reactions that should 
not be operated upon. The extremely passive 
person is a poor risk. The very aggressive psy- 
chopath, in my experience, has been made worse 
by lobotomy. Patients with senile reactions who 
show marked signs of deterioration frequently 
remain greater cares after than before the opera- 
tion was done. Typical manic-depressives con- 
tinue to react in the same fashion after the opera- 
tion. Paranoid reactions with homicidal ideas 
become quite disturbing since they seem to con- 
tinue to be driven by their ideas and to have 
lost whatever restraining anxiety they had. The 
wisdom of performing the operation is question- 
able in such cases. 
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Finally, the popularity of the operation as a 
cure for anxiety and the education of the 
populace through mental health campaigns has 
led to a new situation in which both doctor and 
patient are involved. The brain is now known 
as the organ which causes much of the un- 
happiness and suffering of mankind. In persons 
with depressions as well as in other forms of 
masochistic reactions, there is a great need to 
mutilate the offending portion of the body. In 
other conditions, for example, there is the ten- 
dency of the woman to eviscerate her pelvis 
because of hostility to her sexual component. 
Likewise, many an operation has been performed 
on the abdomen because the patient’s hostility 
was expressed as pain. Now the psychiatrists 
and the neurosurgeons are involved in a similar 
need of the patient to mutilate the offending 
organ. Nothing could express the patient’s self 
hatred better than the assault on the brain 
through the supra-orbital plate by means of an 
ice pick. A phallic symbol is plunged through 
the soul (the eye) to punish the brain for its 
evil thoughts. The fact that this is done by the 
psychiatrist who probably represents the father 
to the patient instead of the surgeon may have 
significance. The need for self hate and self 
mutilation has a tremendous power when a 
patient comes to the psychiatrist urging a trans- 
orbital or other form of lobotomy. The psychi- 
atrist should suspect a masochistic motive on the 
part of the patient. 

Rehabilitation, which begins immediately after 
the operation, should be individualized. The 
patient should get home as soon as possible but 
this depends on the home and the stage of 
development of the patient. The patient should 
get back to work and be kept on the job but 
the whole training problem must be varied to 
meet the individual needs. Special methods for 
training have been evolved which are available 
for use in the home or in the nursing home. They 
cover all the details of management. At the end 
of the three-year period, there is a tendency for 
the old patterns of behavior to return. At this 
time, that is, three years after the operation, there 
is no reason why shock therapies could not be 
instituted; however, a second lobotomy, unless 
done soon after the first, should never be at- 
tempted since scar tissues will distort the land- 
marks to such a degree that even an open opera- 
tion is full of danger. 

In conclusion, prefrontal lobotomy is a 
technic of considerable value to the psychiatrist 
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in his effort to adjust his patient to life. The 
role of psychiatric management does not stop 
with the operation, but continues for at least 
three years. During the rehabilitation period, 
the postoperative shock may be over in a few 
hours or as in the usual case, five days. Accord- 
ing to most observers, if a patient does not 
improve in three months it is thought that there 
will be very little improvement later although 
there are exceptions to this rule. Improvement 
may not begin for a year and may continue for 
two or three years. 


Undoubtedly, all other forms of therapy should 
be used first, as the operation of prefrontal 
lobotomy is a last resort when other technics have 
failed. However, if the psychiatrist considers the 
role of lobotomy from the patient’s point of view, 
from the psychiatrist’s point of view, and finally 
considers how both he and the patient are in- 
volved from an emotional standpoint, the de- 
cision should be just and the procedure wise. 
Nevertheless, the responsibility of decision over 
life and death of a personality is so great that 
this decision should be made by three or more 
psychiatrists who have given the patient study 
as individuals and then meet as a group to reach 
their decision. 


Undoubtedly, there is some truth of great 
value regarding human personality hidden be- 
hind the results of prefrontal lobotomy. We must 
not rest until the operation is precise and based 
on a definite understanding of the relation of the 
parts of the cerebrum to human behavior and 
until we have learned the meaning of the varied 
results which the operation produces. 


THE LOGICAL EMPLOYMENT OF SIG- 
MOIDOSCOPY AND ROENTGENO- 
LOGIC EXAMINATION IN 
STUDIES OF THE COLON* 


By W. L. Cooper, M.D. 
Lexington, Kentucky 


The physician often encounters gastroen- 
terological problems in which an accurate 
diagnosis may depend upon knowledge ob- 
tained during a thorough study of the colon. 
Frequently the patient is referred immediately 


*Read in Section on Proctology, Southern Medical Associ- 
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to the roentgenologist for his examination 
and opinion. A barium enema and an air 
contrast study are then accomplished and the 
patient’s physician may assume that, by this 
examination, he has eliminated the possibility 
of overlooking any lesions that may be pres- 
ent from the anus to the cecum. It is the 
purpose of this discussion to emphasize the 
importance of proctosigmoidoscopy and to 
recommend such an examination prior to 
roentgenologic examination in all patients in 
whom disease of the colon is suspected. 


Many lesions which involve the colon may 
be observed by proctosigmoidoscopy. Some of 
the lesions which may be observed are: (1) 
thrombo-ulcerative colitis, (2) ulcerations oc- 
curring in amebic, bacillary, and tuberculous 
colitis, (3) 90 per cent of the organic stric- 
tures occurring in the colon, (4) 70 per cent 
of the nonmalignant tumors, (5) 75 per cent 
of the malignant tumors originating in the 
colon, (6) factitial proctitis and lymphogranu- 
loma venereum, (7) foreign bodies, (8) recto- 
vesical and recto-urethral fistulas, and (9) 
perforation of the rectum or sigmoid by for- 
eign bodies. 

The problem of adenomatous polyps as 
forerunners of carcinoma of the colon and the 
need for early diagnosis, if the best surgical 
results are to be obtained, prompted us to 
study eighty-four consecutive cases in which 
one or more adenomatous polyps were ob- 
served on proctosigmoidoscopic examinations. 
There were forty-one male patients and forty- 
three female patients. Their ages ranged from 
three years of age to seventy-two. In the same 
cases a roentgenologic examination of the 
colon was accomplished and air contrast stud- 
ies were also performed. We have tried to 
analyze the results and to correlate our obser- 
vations to obtain logical conclusions which 
seem to demonstrate satisfactorily the need for 
proctosigmoidoscopy and roentgenologic ex- 
amination of the colon. However, after care- 
ful analysis, it seemed that if the following 
seven questions could be answered, we should 
be presenting logical conclusions considering 
the cases we were able to study: 


(1) Are adenomatous polyps of the rectum 
and lower sigmoid seen frequently on procto- 
sigmoidoscopic examination and not observed 
on roentgenologic study of the colon includ- 
ing air contrast studies? 


(2) What approximate size must an adeno- 
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matous polyp attain before it can be ob- 
served on proctosigmoidoscopy and on roent- 
genologic study? 

(3) Is there a so-called “blind area” in the 
rectum and in the lower portion of the sig- 
moid colon in which polyps may be observed 
proctosigmoidoscopically and yet not be dem- 
onstrable on roentgenologic examination in- 
cluding air contrast studies? 


(4) Is it possible that multiple polyps may 
be present in the rectum and lower sigmoid 
colon and not be demonstrated after complete 
roentgenologic study of the colon? 

(5) Is it possible that polyps may be ob- 
served on roentgenologic study and not be 
seen On a proctosigmoidoscopic examination? 

(6) How frequently may other lesions be 
observed on roentgenologic examination of 
the colon which are not disclosed by procto- 
sigmoidoscopy? 

(7) Is it possible to observe lesions other 
than adenomatous polyps in the rectum by 
proctosigmoidoscopic examination and yet fail 
to observe them on thorough roentgenologic 
study? 


In answer to the first question, it is inter- 
esting to note that in the group of cases 
studied, one or more small polyps were seen 
on proctosigmoidoscopy in seventy-nine pa- 
tients in whom no polyps were demonstrated 
by thorough roentgenologic study. In two 
cases in which the polyp observed was ap- 
proximately 1.5 cm. in diameter, the lesions 
were observed both sigmoidoscopically and 
roentgenologically. In both cases the polyp 
was a benign adenomatous one. The group 
of cases which we have studied is rather small 
to provide an accurate estimation of the size 
an adenomatous lesion must attain before it 
can be demonstrated both sigmoidoscopically 
and roentgenologically. Our conclusion, 
which is only an approximation, is that the 
lesion must be approximately 1.5 cm. in di- 
ameter. It is of interest that there were six 
cases in this series, three in which an adeno- 
matous lesion appeared in the rectum and 
three in which there was an adematous lesion 
in the lower sigmoid. These lesions were all 
approximately 1 cm. in diameter as observed 
sigmoidoscopically and yet in none of them 
were the lesions observed roentgenologically. 
The polyps seen on roentgenologic studies in 
this series were approximately 1.5 to 3 cm. 
or more in diameter. Polyps as small as 2 to 
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5 mm. in diameter were observed in procto- 
sigmoidoscopy. 

In three cases adenomatous lesions were 
disclosed both by proctosigmoidoscopy and 
roentgenologic study, but the lesions seen on 
proctosigmoidoscopy were obviously not the 
ones observed roentgenologically and the re- 
verse was true. 

In the above three cases, the polyps ob- 
served on proctosigmoidoscopy were benign 
adenomatous lesions. The polyps observed on 
roentgenologic study in the above three cases 
were also removed. The pathological report 
on two of the polyps was benign adenomatous 
polyp. The third polyp removed was found 
to be adenocarcinoma, grade one in an ade- 
noma. 


Concerning the likelihood that a “blind 
area” exists in the rectum and sigmoid dur- 
ing roentgenologic examination of the colon, 
we are inclined to agree with many roentgen- 
ologists who would answer this question in the 
affirmative. At least, it seems to be very dif- 
ficult for roentgenologic studies to demon- 
strate the smaller lesions even by air contrast 
studies in the lower portion of the colon. 
This is doubtless true because of the peculiar 
redundancy of the colon and the mesocolon 
in this region. 

We are inclined to anticipate that in the 
presence of multiple adenomatous lesions in 
the rectum and lower sigmoid colon the roent- 
genologic study would doubtless reveal some, 
if not all, of the lesions; but to our sur- 
prise roentgenologic examination of the colon 
including air contrast studies in twenty-one 
instances failed to disclose the presence of 
these lesions. It should be pointed out that 
the multiple polyps seen on proctosigmoid- 
oscopy in these cases were small and num- 
bered three to four polyps. No cases of fa- 
milial polyposis were seen in this series. 

In answer to question five, it is a well- 
known fact that adenomatous lesions which 
may be observed only on roentgenologic study 
occur beyond the reach of the sigmoidoscope. 


The sixth question is probably not fully 
answered with a small series of cases which 
we were able to study; however, it is of in- 
terest to realize that there were thirteen cases 
in this series in which diverticulosis was not 
observed sigmoidoscopically and yet was dis- 
closed on roentgenologic study of the colon. 

We regret again that our series was not 
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sufficiently large to afford more information 
to provide an accurate or conclusive answer 
for the seventh question; however, in two 
cases it was possible to observe lesions other 
than adenomatous growths in the rectum by 
sigmoidoscopic examination and to note that 
they were not disclosed by roentgenologic 
study of the colon. These lesions were: (1) a 
lipoma 3 cm. in diameter which occurred in 
the rectum, and (2) a fibroma 1 cm. x 0.75 
cm. which also occurred in the rectum. These 
two cases were not included in the eighty- 
four which composed our basic group. They 
were observed, however, while this study was 
being made. These two cases would seem 
to emphasize further our previous observa- 
tion concerning the frequency with which le- 
sions are observed in the rectum and lower 
sigmoid colon and yet are not observed roent- 
genologically. 


DISCUSSION 


Swinton!‘ has reported the results of radio- 
graphic studies of the rectum and colon in- 
cluding air contrast studies. He found that 
in 150 patients polyps were observed sigmoid- 
oscopically in 15 cases and in only 5 cases 
were these demonstrated with radiographic 
studies. Bacon! reported 29 cases of adeno- 
matous polyps in children occurring between 
the ages of 14 months and 11 years. Twenty- 
one of these were observed sigmoidoscopically 
and eight were disclosed by barium enema 
followed by air inflation. 


Ortmayer and Connelly!? felt that small 
rectal and lower sigmoidal polyps appear with 
sufficient frequency in apparently healthy 
women to justify sigmoidoscopic examination 
in all cancer detection centers. They also 
concluded that a roentgenologic study of the 
colon in women who have no symptoms refer- 
able to a disease in this portion of the body 
was of no particular value. In their exami- 
nations of 1,014 apparently healthy women 
over the age of twenty, 18 were found to have 
rectal polyps, but only two such polyps were 
observed radiographically. 

Swinton and Warren !5 in studying a group 
of 156 cases in which adenomatous polyps 
occurred, found that 70 per cent could be 
observed by employing a 10-inch sigmoido- 
scope. 

Hare and Swinton 1+ feel that it is not 
possible at the present time with our known 
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radiologic technics to diagnose many of the 
lesions occurring in the ampulla of the rec. 
tum or the rectosigmoid area. This is also 
true in certain instances when lesions are 
present in the distal portion of the sigmoid. 


Oppenheimer! says that when lesions oc- 
cur in the rectosigmoid and in the rectum a 
filling defect with a barium enema is often 
so massive that all small lesions are obscured 
or the amount of barium remaining after ex- 
pulsion of the enema is insufficient to dis- 
close the detail of the lesion satisfactorily. 

Weber'® has said, 

“It is probable that polypoid lesions 2 cm. or less 
in diameter will almost always elude most careful 
roentgenoscopy or at least leave the examiner in an in- 
secure state of mind regarding the reliability of his 
interpretation.” 

Moreton, Stevenson and Yates!® have 
pointed out the many difficulties involved in 
differentiating true polyps and shadows which 
resemble true polyps in every respect after 
roentgenograms of the colon. They found of 
267 colons studied by the double contrast 
method, that 63 or 23.5 per cent showed fic- 
titious polyps. 

According to Fansler® a negative x-ray re- 
port serves to lull the physician and patient 
into a false security and an x-ray examination 
is of little value in rectal lesions. 


Kalil® has observed that the ulcerations due 
to typhoid fever, bacillary dysentary, tubercu- 
losis, amebiasis, diffuse lymphogranuloma, 
and postirradiation proctosigmoiditis may in 
certain instances be indistinguishable roent- 
genologically from ulcerative colitis. A proc- 
tosigmoidoscopy may reveal the difference. 


Ricketts, Kirsner, and Palmer 1% found that 
in 39 per cent of 156 patients with ulcerative 
colitis the findings on the first roentgeno- 
logic examinations were normal. Thrombo- 
ulcerative colitis can often be diagnosed proc- 
tosigmoidoscopically before there are any 
roentgenological manifestations of the dis- 
ease. 


Many roentgenologists will concur with the 
opinion that the lower end of the rectosig- 
moid and the rectum are so-called “blind 
areas” occasionally when studied roentgeno- 
logically. The reflux of the barium into the 
ileum tends to overshadow the rectosigmoid 
junction. Redundancy of the sigmoid, over- 
lapping of, and the changing position of the 
sigmoid, together with the difficulties of in- 
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jecting the air and obtaining the right amount 
of injection often confuse the roentgenogram 
in an air contrast study. Small benign and 
malignant lesions as well as some of the ulcer- 
ating diseases may not be demonstrated by 
routine roentgenologic examination even with 
an air contrast study. 


Contrary to the above observation reliance 
must be placed on the observations of the 
radiologist and his studies of the colon above 
the reach of the sigmoidoscope. Malignant 
lesions found in the proximal portion of the 
colon will be approximately 30 per cent of all 
the cancers observed in the colon from the 
ileocecal valve to the anus. It seems to be an 
inescapable conclusion that the radiologist 
should be consulted when the proctologist 
observes one or more polyps in the distal 25 
cm. of the colon and that a routine examina- 
tion of the colon roentgenologically should 
be accomplished under these circumstances. 


The roentgenologist plays a role of greater 
importance in arriving at the diagnosis of di- 
verticulosis and diverticulitis, volvulus of the 
sigmoid, spastic or irritable colon, segmental 
colitis, megacolon, microcolon, duplication of 
the colon, and atresia and stenosis of the 
bowel above the rectosigmoid junction and 
benign and malignant lesions beyond the 
reach of the sigmoidoscope. 


It may be of interest to include some lesions 
and conditions which may be observed readily 
proctosigmoidoscopically and yet which may 
not be demonstrated by the radiologist dur- 
ing his examination. Such conditions and 
lesions are: small foreign bodies, small fibro- 
mas, lipomas, hemangiomas, lymphangiomas, 
ulcers of factitial proctitis, villous papillomas 
and adenomatous polyps of less than 1 cm. in 
diameter. Small or tiny adenocarcinomas and 
lymphosarcomas may also pass unobserved. It 
is likewise interesting to note that by procto- 
sigmoidoscopy it is often possible to assist 
in diagnosing endometriosis or extra-rectal 
masses. 


Browne‘ has emphasized the fact that proc- 
tosigmoidoscopy is a diagnostic procedure 
which will provide a diagnosis in 30.6 per cent 
of the cases studied and suggests the adoption 
of this procedure as a routine. He observed 
further that in 320 cases in which roentgeno- 
logic study of the colon was indicated, ab- 
normal findings were observed in 19.2 per 
cent; while in a series of 1,000 routine sig- 
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moidoscopic examinations, significant abnor- 
malities were observed in 30.6 per cent. 

It would seem advisable to examine the pa- 
tient sigmoidoscopically even in those cases in 
which a carcinoma of the right colon or 
transverse colon is diagnosed because many 
such lesions are accompanied by adenomata 
occurring in the more distal portion of the 
colon. It is important also to recall that mul- 
tiple malignancies do occur and that in some 
cases malignant lesions also occur simultane- 
ously in patients having diverticulitis, throm- 
bo-ulcerative colitis, amebiasis or multiple 
polyposis. The finding of a multiple poly- 
posis would fundamentally alter the treat- 
ment of any malignancy observed in the prox- 
imal portion of the colon. In the group of 
cases which we studied, there was no oppor- 
tunity to observe any patients who had lym- 
phogranuloma venereum or benign strictures 
of the rectum, but it would seem readily dem- 
onstrable that sigmoidoscopic examination is 
of value in the study of such patients and that 
this should be accomplished prior to any 
roentgenologic studies to prevent any subse- 
quent accident. 


Swinton!® has expressed the belief that a 
large number of physicians who see patients 
with rectal bleeding may or may not do a 
digital examination of the anus and rectum 
before requesting a roentgenologic study of 
the colon. Under such circumstances the pa- 
tient is frequently informed that there is 
nothing serious in the bowel. Dr. Swinton 
emphasized that the patient must have a sig- 
moidoscopic examination before such roent- 
genologic studies are accomplished to prevent 
overlooking lesions in the distal portion of 
the colon. 


Bargen® has emphasized the fact that a sig- 
moidoscopic examination is the second most 
important test in determining the cause of 
diarrhea, and that the roentgenologic exami- 
nation should be the final one of the series 
of examinations. 

Buie® has observed that a proctoscopic ex- 
amination should be performed before a 
roentgenologic study of the colon. 


Bacon? has also observed that the roentgeno- 
logic study of the rectum and sigmoid colon . 
should follow and not precede sigmoidoscopy. 

Jackman’ observed that in a group of 817 
patients in whom carcinomas occurred in the 
colon, 70.5 per cent of the lesions were within 
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the reach of the sigmoidoscope. In the same 
group of patients, 28.4 per cent had carci- 
nomas which were diagnosed roentgenologic- 
ally. The latter group had lesions located in 
the colon beyond the reach of the examining 
finger and the sigmoidoscope. 

Jones* observed that 75 per cent of the 
growths of the colon are within reach of the 
finger and the sigmoidoscope. 


It is not the purpose of this discussion to 
endeavor to emphasize the importance of a 
proctosigmoidoscopy and simultaneously to 
minimize the value of roentgenologic studies 
of the colon. The author has tried to empha- 
size the importance of accomplishing procto- 
sigmoidoscopy prior to any roentgenologic 
studies of the colon indicating essentially that 
roentgenologic study without proctosigmoid- 
oscopy may provide a false sense of security 
during which time an overlooked lesion in the 
lower 25 cm. of the colon may be progressing 
and producing destruction of the host. 


CONCLUSION 


Proctosigmoidoscopic examination followed 
by roentgenologic examination of the colon 
including an air contrast study will disclose 
most accurately all abnormalities which may 
occur in the wall of the colon. 
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DISCUSSION (Abstract) 


Dr. Jack G. Kerr, Dallas, Tex.—Not infrequently we 
are called upon to assist in a diagnostic procedure, the 
complete answer to which may be readily apparent by 
proctosigmoidoscopic examination, yet the patient's 
history will reveal the fact that a study of the colon 
by roentgenologic methods weeks or even months be- 
fore, had shown a normal colon or revealed findings 
of an equivocal nature. 

Following the latter sequence of procedures, patients 
needlessly may be caused to lose valuable time, inas- 
much as they are likely to seek additional opinion 
only when their symptoms continue with probable in- 
creasing severity. This delay may allow a benign 
polyp to become malignant; this delay may cause the 
patient with malignant disease to forfeit his chance 
for cure; and, if the diagnosis of thrombo-ulcerative 
colitis, in the usual pattern of the disease, is delayed 
until unmistakable evidence of its presence exists radio- 
graphically, the disease has been neglected by the 
patient, his physician or both. 


Dr. Cooper’s point is well taken that his intent is 
not to emphasize the importance of proctosigmoid- 
oscopy and simultaneously to minimize the value of 
roentgenologic studies of the colon. Each examination 
has its place. Actual harm comes to the patient not 
by having his barium enema precede sigmoidoscopy, 
but rather in the assumption by the patient and his 
physician, that since no explanation of his symptoms 
was forthcoming following barium enema, the pre- 
ferred method of examination and an adequate effort 
have been employed in the attempt. 


For the diagnosis of disease in the terminal 24 cm. 
of the colon, roentgenologic methods of examination 
are less reliable and less accurate than direct visual- 
ization of the lumen of the bowel. 


Perhaps 80 to 90 per cent of all pathologic processes 
affecting the colon are situated wholly or in part within 
24 cm. of the anal outlet. This is ample reason for one 
never to neglect the rationale, nor underestimate the 
importance of performing proctosigmoidoscopy as a 
primary procedure for patients whose symptoms are 
referable to that organ. 


Practically, one exception may be allowed. In the 
patient with complete colonic obstruction, intervention 
for the relief of the obstruction rather than for an 
attempt to remove the obstructing lesion becomes the 
immediate and primary indication for surgery. I have 
found it both helpful and reassuring for the roentgen- 
ologist to be able to localize the point of obstruction 
by the preoperative use of a barium enema. 
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THE EFFECT OF LYMPH NODE 
METASTASES ON PROGNOSIS 
FOR CARCINOMA OF THE 
CERVIX AND VULVA* 


By ALFRED I. SHERMAN, M.D. 
St. Louis, Missouri 


and 
Rosert M. Rucn, M.D. 
Memphis, Tennessee 


It is generally agreed that the large ma- 
jority of treatment failures for carcinoma of 
the cervix and vulva are due to failure in 
eradicating the lymphatic metastases. The 
control of lymph node dispersion has, there- 
fore, become the critical problem in treat- 
ment. In carcinoma of the cervix Leveuf, 
Taussig, Morton, Nathanson and others have 
combined surgical removal of regional lymph 
nodes with irradiation of the primary lesion. 
Bonney, Read and Meigs, to mention only a 
few, have attempted removal by block dis- 
section of the nodes as well as the uterus. In 
the treatment of vulval cancer Taussig advo- 
cated the use of pelvic lymphadenectomy with 
vulvectomy. Radiotherapists by increasing the 
amount of radiation reaching those regions 
have also attempted to improve the treatment 
of lymph node dispersion. 


To evaluate or compare adequately the end 
results of the various types of treatment is 
almost impossible. Results from different in- 
stitutions lead to many pitfalls because of 
differences in classification, technics in treat- 
ment, selectivity of cases and heterogeneous 
distribution. Comparison of material at the 
same institution again fails because of the 
limited numbers available in each group. 
Also it is physically impossible to divide cases 
for different treatments without some selec- 
tivity because of age, weight, associated dis- 
eases, and extent of involvement. Despite 
those difficulties, however, adequate statistical 
data have been accumulated to indicate the 
survival rates to be expected for different 
methods of treatment. 


Invasion of regional nodes has been shown 
_*Read in Section on Gynecology, Southern Medical Associa- 
Ta Annual Meeting, Dallas, Texas, November 


_ *From the Department of Obstetrics and Gynecology, Wash- 
ington University School of Medicine, Barnes Hospital and 
Barnard Free Skin and Cancer Hospital, St. Louis, Missouri. 


SHERMAN AND RUCH: CARCINOMA OF CERVIX AND VULVA 703 


to affect markedly the survival rate to be ex- 
pected. Bonney! reported 500 patients treated 
by radical hysterectomy and pelvic lymphade- 
nectomy. Of this number 300 or 60 per cent 
had negative nodes, and 200 or 40 per cent 
were found to contain metastases. Among 
those with lymph node involvement the five- 
year salvage rate was only 21 per cent as 
compared with 55 per cent salvage rate in the 
cases with uninvolved nodes. Similarly in a 
series of 100 cases reported by Meigs? 21 cases 
or 21 per cent had positive nodes of which 
only four or 19 per cent were reported as 
completely free of disease at five years. This 
is in contrast to the 96 per cent survival rate 
in those with uninvolved nodes. (A few in 
situ lesions were included in the last group.) 
A smaller series reported by Morton? shows 
a five-year survival of 12.5 per cent for in- 
volved nodes and 77 per cent for uninvolved 
nodes. Nathanson‘ in discussing the results 
of extraperitoneal iliac lymphadenectomy, al- 
though giving no figures, says that the sur- 
vival rate of patients in his series who had 
lymph node metastases was very disappointing. 


A review of the literature on carcinoma of 
the vulva shows the same difficulty in com- 
paring end results because of the numerous 
classifications and different technics. We con- 
clude, just as Palmer® did, that a composite 
table of end results of large groups of cases 
(regardless of classification and treatment) 
shows the absolute cure rates as almost identi- 
cal. Also in vulval cancer clinical determina- 
tion of lymph node metastasis is notoriously 
unreliable. Adequate evaluation of therapy 
without determining the lymph node status 
is impossible. 

Among patients without clinical evidence 
of lymph node involvement Palmer shows a 
five-year survival of 83.5 per cent for vulvec- 
tomy alone. For patients believed to have 
lymph node involvement (but not proven by 
biopsy), the use of vulvectomy with x-ray 
therapy resulted in 55.5 per cent survival. 
This same treatment, however, applied to 
cases where the nodes were proven to be in- 
volved gave a five-year survival of only 21 per 
cent. Smith and Pollack® report a survival 
rate of 47.6 per cent for vulvectomy alone. 
Among 244 cases treated by vulvectomy and 
superficial node dissection they obtained a 
five-year survival rate of 80 per cent when the 
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nodes were uninvolved. This rate fell to 15 
per cent in cases with involved nodes. With 
involvement of the deep nodes there were no 
patients surviving longer than two years. Way* 
in discussing the results of radical surgery for 
carcinoma of the vulva, says that no case with 
deep pelvic involvement survived more than 
three years. 


Because of this impression of consistently 
poor results when the regional nodes are in- 
volved, it was decided to review all the cases 
treated by lymph node dissection for both 
carcinoma of the cervix and vulva at the 
Barnard Free Skin and Cancer and the Barnes 
Hospitals. All cases were carefully reviewed 
microscopically to establish the definite status 
of the removed lymph nodes. Many of the 
cases from the Barnard Hospital have been 
incorporated in a report by Taussig including 
many additional private cases which were not 
available for this study. In order to make 
comparative studies more consistent all results 
are expressed as survival rate or cure rate, 
that is, those surviving without evidence of 
disease at the end of five years. 


A total of 176 cases of cervical carcinoma 
were treated by pelvic lymphadenectomy in 
conjunction with radiation for the primary 
lesion. These cases were classified as League 
of Nations Stage I and II. All of these pa- 
tients were treated primarily by radium ap- 
plied to the cervix and vagina. Some had 
external x-ray in addition. Since no constant 
time relationship was followed for surgical 
and radiation treatment, a classification based 
upon fixed time relationship cannot be used. 
In some cases surgery was performed during 
the period of irradiation and in others either 
before or after the treatment. A total of 51 
patients were classified into Stage I. Of that 
number six or 11.7 per cent had positive 
nodes, and 45 patients had negative nodes. 
None of those with lymph node dispersions 
survived five years, but among those with 
negative nodes the cure rate is 51.1 per 
cent. There were 125 patients in Stage II. 
Of that number 36 or 28.8 per cent had 
positive nodes, and show a five-year cure rate 
of only 8.3 per cent. Among those without 
lymph node metastases the five-year value is 
39.2 per cent. In summary, 23.9 per cent of 
the total number of 176 patients were found 
to have positive nodes. The cure rate in 
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that group is 7.1 per cent. Among those with 
negative nodes the five-year value is 43.3 per 
cent. These data are given in Table 1. In 
addition to emphasizing the importance of 
lymph node spread upon prognosis, it should 
be noted that all patients received radiation 
in addition to surgery. It is, of course, impos- 
sible to evaluate the part irradiation may 
have exercised in affecting survival among 
those with positive nodes. 


A comparison with radiation results is diffi- 
cult. The proponents of surgical treatment 
contend that radiation destruction of lym- 
phatic dispersions is impossible. The ques. 
tion, however, is not easily answered, since 
the true status of regional nodes cannot be 
clinically evaluated. However, indirect proof 
from several reports in the literature definitely 
establishes for irradiation a demonstrable 
effect in eradicating tumor in the regional 
nodes. Taussig® found an incidence of 33 per 
cent with positive nodes, but in a group of 
patients treated preoperatively by irradiation 
the incidence fell to 26 per cent. Similarly 
Morton? shows that among his patients treated 
by iliac lymphadenectomy without irradiation 
the incidence of lymph node metastases was 
39.3 per cent. Following the use of preopera- 
tive irradiation, only 11.4 per cent showed 
positive nodes. In a study of lymph node 
metastases in Stage II patients, Nathanson‘ 
compared results following preoperative irra- 
diation with data reported by Meigs. In the 
group treated by surgery alone the incidence 
was 32 per cent, but among those receiving 
preoperative irradiation the rate fell to 20 
per cent. From data on lymphatic involve- 
ment before and after radiation therapy in a 


RESULTS OF IRRADIATION AND LYMPHADENECTOMY 


Incidence Five Year Cures 
Number Per Number Per 
of Cases Cent of Cases Cent 
Stage I 
Positive nodes... 6 12 0 0 
Stage I 
Negative nodes.. 45 88 23 51.1 
Stage II 
Positive nodes... 36 29 3 8.3 
Stage II 
Negative nodes.. 89 71 35 39.3 
176 61 34.6 (Average) 
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uniform type of clinical material, Arneson” 
points out that there can be no doubt that 
some survivals occur after irradiation in pa- 
tients with positive nodes (Table 2). 

In an attempt to study the effect of irradia- 
tion, the patients in this series have been 
divided into two groups according to the time 
at which surgery was performed in relation 
to their irradiation treatment. A total of 70 
patients completed all of their x-ray and 
radium treatment before lymphadenectomy 
was performed. Only 17.1 per cent of that 
number were found to have positive nodes. 
Of the 106 patients in whom surgery was per- 
formed before radiation treatment was com- 
plete, the incidence of positive nodes was 28.3 
per cent. During the past five years an addi- 
tional 20 patients have had iliac lymphade- 
nectomy performed after full treatment with 
x-ray and radium. Only two or 10 per cent 
of that number were found to have positive 
nodes. When these cases are combined, the 
incidence for postirradiated lymph node me- 
tastases is only 15.5 per cent. These data are 
included in Table 2. 


In addition to the 176 patients discussed 
above, there were 77 individuals treated by 
radical hysterectomy with removal of the 
pelvic nodes. Some form of irradiation was 
used in 19 of these patients. Positive nodes 
were found in 13 or 16.9 per cent of the group 
treated by radical hysterectomy and three sur- 
vived five years. For those with negative nodes 
the five-year value is 70.3 per cent. These 
results are the best in the entire series. All 
but two of the patients were Stage I, however, 
and evidence of the selection exercised in 
choosing favorable cases for radical hysterec- 
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the specimen. One of these had been irradi- 
ated, and in the others it is presumed that 
the tumor was removed at biopsy. It should 
be noted also that all three of the survivors 
with positive nodes received postoperative ir- 
radiation. These data are given in Table 3. 

Of this entire series of 253 patients with 
carcinoma of the cervix 21.7 per cent had 
positive nodes with an over-all five-year cure 
of 10.9 per cent and 78.3 per cent had negative 
nodes of whom 52 per cent survived five years. 

A total of 99 patients with carcinoma of the 
vulva is available for a five-year study. Vul- 
vectomy alone was performed in 25. For the 
most part these were patients with extensive 
involvement and treatment was essentially 
palliation. Vulvectomy and extensive deep 
pelvic node dissection was done in 74 patients. 
In the latter group 32 or 43.2 per cent were 
found to have positive nodes and show a five- 
year cure rate of 15.6 per cent. Among these 
without nodal involvement the cure rate is 
52.4 per cent. It is interesting to note that 
among those with involvement of the deep 
nodes no patients lived longer than those 
years (Table 4). 

Surgical approach is complicated by the 
rather wide distribution of lymphatic path- 
ways that do not lend themselves to block 
dissection. Preservation of the ureter and 
bladder with an intact blood supply is tech- 
nically a difficult problem and also com- 
promises to some degree the volume of tissue 


RESULTS OF WERTHEIM HYSTERECTOMY AND 
PELVIC LYMPHADENECTOMY 


um umber 
tomy can be shown by the fact that in four 
of the survivors with negative nodes no tumor 
was found after microscopic examination of Positive nodes.... 13 17 3 23.1 
. Negative notes... 64 83 45 70.3 
TABLE 
EFFECT OF IRRADIATION ON NODAL INVOLVEMENT 
Percentage Percentage 
Incidence Incidence 
Positive Positive Percentage Incidence Five Year Cures 
Nodes Without —_ Nodes Follow- Resultant Number Number 
Name Irradiation ing Irradiation Decrease of Cases of Cases Per Cent 
Nathanson Vulvectomies only ...... a 8 $2.0 
and Meigs .... 32 20 $7.5 Cases with positive nodes.. 32 5 15.6 
Morton ........ 39.3 114 70.9 Cases with negative nodes.. 42 22 52.4 
28.8 15.5 45.2 99 35 35.2 
TABLE 2 TABLE 4 
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that can be removed surgically. The selec- 
tivity followed in choosing patients for sur- 
gery narrows the applicability of that proce- 
dure to all patients with favorable stages of 
involvement. The importance of considerable 
technical skill to perform adequately such 
operations is also an important factor. For- 
tunately recent advances in surgery have re- 
duced the surgical mortality rate. In the treat- 
ment of cervical cancer, radiation has proven 
itself as effective as surgery. In many cases it 
is the only adequate therapy safely available 
for the patient. Results also show it to be a 
successful treatment for a considerable num- 
ber of cases with regional lymph node metas- 
tases. The continued improvements in technic 
and the progress in newer forms of therapy 
give promise of continued improvement in 
future results. A summary of results reported 
by several different authors is given in Table 5. 

The use of radiation as a therapeutic agent 
for carcinoma of the vulva has been con- 
demned by many authors. This belief is due 
mainly to the poor results obtained in former 
years when primarily used to treat the local 
lesion. The vulva does not tolerate irradia- 
tion and becomes extremely uncomfortable 
to the patient. Surgical treatment of lymph 
node metastases has been uniformly poor 
when the intrapelvic nodes are found to be 
involved. The low survival rate in such in- 
stances does not justify performance of the 
operation. The factors leading to those poor 
results are the same as noted for cervical 
cancer. With involvement limited to the more 
superficial nodes, on the other hand, lym- 
phadenectomy has resulted in a cure rate of 
18.3 per cent. None of these patients would 
be expected to survive if vulvectomy alone 
was done. The use of pelvic irradiation as an 


RESULTS OF RADIATION THERAPY FOR 7 
OF THE CERVIX IN THE LAST TEN YEAR 


Stage I Stage II 

Name Source Per Cent Per Cent 
Corscaden™ Sloane Hospital ......... 70.8 38.6 
Waterman” Rhode Isiand ........... 70.9 33.2 
Kottmeier™ Stockholm .............. 71.9 50.5 
Campbell 73.9 30.0 
McKelvey™* 80.2 54.1 
Nolan's 73.0 49.0 
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adjunct to vulvectomy has not been ade- 
quately evaluated. Recently, however, Pal- 
mer® has shown results with this method of 
treatment which compare favorably with those 
of more extensive surgical procedures. There 
is reason to believe that radiation following 
the same methods as are used in the treatment 
of the nodes in cervical cancer should give 
comparable results. Perusal of the cases in 
this series indicates that a vulvectomy with 
superficial lymphadenectomy would have 
given the same results. Had intrapelvic irra- 
diation been added, one may surmise from 
results in cervical cancer that an additional 
small proportion of the cases with intrapelvic 
metastases might have been salvaged. 


In this regard it may be mentioned that 
interstitial radioactive colloidal gold is now 
being used in the treatment of carcinoma of 
both the cervix and the vulva. It is felt that 
this technic as described by Sherman, Bone- 
brake and Allen? will deliver a greater radia- 
tion dose safely to the regional lymph nodes, 
and therefore, may enhance the chances for 
cure in these patients. 


SUMMARY AND CONCLUSIONS 


(1) The effect on prognosis of lymph node 
metastases in carcinoma of the cervix and 
vulva and the results of various methods of 
treatment are reviewed. 


(2) Among 253 patients from the Barnard 
Free Skin and Cancer and Barnes Hospitals 
with Stage I and II cervical cancer, positive 
nodes were found in 21.7 per cent. Only 10.9 
per cent of those patients survived five years 
as compared with survival of 52 per cent for 
those with negative nodes. 


(3) Among 99 patients with vulval cancer, 
74 were treated by vulvectomy and node dis- 
section. Positive nodes were found in 43.2 
per cent. Only 15.6 per cent of these patients 
survived five years as compared with a value 
of 52.4 per cent for those with negative nodes. 
The 25 more unfavorable cases were treated 
by vulvectomy alone and gave a five-year 
survival of only 32 per cent. 
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DISCUSSION (Abstract) 


John A, Wall, Houston, Tex.—The primary 
lesion confined to the cervix or vulva can be con- 
trolled quite adequately by proper radium therapy or 
surgery which removes the neoplasm. We believe 
radiation for cervical carcinoma is far more practical 
than surgery, which of necessity, removes far more 
tissue than is required when a five-year cure results. 
Surely the statistics reported this morning, with a 
15-25 per cent survival where the metastatic lymph 
nodes have been removed by either intra-abdominal 
or extraperitoneal lymphadenectomy, with or without 
radical hysterectomy, proves that this is not the 
answer. 


Progress in control of genital cancer lies in the 
development of means which will control the lym- 
phatic extensions of the neoplasm. Local recurrence 
of cancer in the cervix does not occur in more than 
3 per cent in irradiated patients (and usually with 
radium alone) if it has been administered in proper 
dosage. Radio-resistance is, unfortunately, most often 
evidence of improper dosimetry. 


The application of deep x-ray therapy to lymph 
node areas proven positive by either intra-abdominal 
removal of the nodes with or without radical hysterec- 
tomy or by the retroperitoneal route offers some 
promise. More accurate dosage to those areas which 
can be marked at the time of surgery by means of 
dural silver clips enables one very accurately to deline- 
ate the node-bearing areas for planning the external 
x-ray ports. I believe, although it remains to be seen, 
that radical x-ray therapy can be employed after 
radical surgery, even though the reverse, namely, radi- 
cal radiation followed by radical surgery, has been 
found by Brown and others to give too much trauma 
to areas rendered ischemic prior to surgery by x-ray 
therapy. The authors point out that they have irradi- 
ated three patients after radical surgical removal of 
the uterus and pelvic lymph nodes (77 patients) 
proved the presence of metastasis to the lymph nodes, 
and these were the only patients in the 19 node 
Positive group who survived five years. 

It is important to see how well they have demon- 
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strated that surgical extirpation of lymph nodes is not 
very effective. Bonney had 21 per cent survival in 200 
patients with positive lymph node metastasis; Meigs 
26 per cent survival in a much smaller series; Palmer 
21 per cent in lymph node positive cases in carcinoma 
of the vulva; Smith and Pollock 15 per cent five-year 
survival in node positive vulval carcinomata; the 
authors show 10.9 per cent survival in cervical carci- 
noma where the nodes are positive and 15.6 per cent 
with positive nodes when the primary arose from the 
vulva. It should be noted that the prognosis is essen- 
tially the same whether the primary is in the cervix or 
vulva, once the neoplasm has spread to the retro- 
peritoneal group of nodes. 


Sherman and Ruch have made a good start in 
attempting to demonstrate the effect of modern irra- 
diation technics of accepted cancerocidal proportions. 


Of a total of 70 patients who completed their x-ray 
and radium treatment before lymphadenectomy (the 
stage of the disease I and II), 17.1 per cent showed 
positive nodes, whereas of 106 patients not irradiated 
preoperatively, 28.3 per cent had positive nodes. They 
show an appreciable improvement in their irradiation 
technic in the 20 patients treated by full x-ray and 
radium prior to iliac lymphadenectomy in the past 
five years, and in this group only 10 per cent had 
positive nodes. 

I believe the inclusion of deep node dissection 
(retroperitoneal lymphadenectomy) in carcinoma of 
the vulva is not technically difficult and should be 
done, since at least the presence or absence of deep 
node metastasis can be demonstrated. When positive 
nodes are found, deep x-ray therapy can be instituted 
as soon as wound healing permits, since the results 
with surgical removal alone are poor, and little harm 
and possibly some good may come from this addi- 
tional x-ray therapy. If surgery is contraindicated, or 
not done, that is to the retroperitoneal lymph nodes, 
deep x-ray therapy as for cervical carcinoma is the 
alternative. We should in the future give considera- 
tion to the use of parametrial x-ray to the primary 
lymph node groups, draining the cervix prior to 
surgery in order that knowledge as to the effect of 
our x-ray technic can be obtained. Such surgery done 
prior to three months following the completion of ir- 
radiation will not make the operation more hazardous. 


Dr. Ruch (closing)—As we have attempted to show, 
the treatment of lymph nodes involved with cancer is 
the important problem in obtaining good results with 
cancer of the cervix and vulva, The results from the 
larger clinics in the treatment of those early cases of 
carcinoma of the cervix before nodal involvement are 
practically the same whether the primary therapy was 
surgery or irradiation. 


I had an opportunity of hearing Dr. Wall present 
a paper a few days ago on the use of the Taylor- 
Nathanson retroperitoneal lymph node dissection fol- 
lowing irradiation in an attempt to determine the 
dosage and tissue effect on the nodes. Dr. Willis 
Brown has used the Wertheim operation plus nodal 
dissection after irradiation to study the same effect at 
a different interval. What is being discovered as a 
result of all of this work is that lymph node involve- 
ment can be eradicated with irradiation. 
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POSTPARTUM HEMATOMATA* 


By Hucu B. McNatty, M.D.t 
and 


DANIEL Eur M.D. 
Baltimore, Maryland 


Postpartum hematomata were first studied 
in detail by Deneux in 1830. Hamilton in 
1940 reviewed the literature and found 156 
cases, adding 12 of his own. Lyons in 1949 
accumulated 188 reports. This presentation 
adds 52 cases of birth canal hematomata from 
eight Baltimore hospitals covering a period 
of from 3-15 years. This number of cases, 
added to the reported total, indicates lack of 
attention to a complication which must occur 
more frequently than is recorded. The re- 
ported incidence has been between 1-1,500 to 
1-5,474 deliveries. We have had no accurate 
method of calculating incidence. 

Postpartum hematomata have been usually 
considered to be the result of trauma second- 
ary to labor, delivery or operative manipula- 
tion during or immediately after delivery. 
They follow injury to a blood vessel without 
laceration of the covering tissues. They are 
divided into the immediate and delayed types. 
The former may follow either spontaneous or 
operative delivery while the latter may follow 
the sloughing of a vessel, usually a vein, which 
has undergone pressure necrosis. 

The result is a swelling from the escape of 
blood into the connective tissue underlying 
the skin of the external genitalia and adjacent 
areas or beneath the mucous membrane of the 
vagina. If the bleeding occurs above the pelvic 
fascia or levators the hematoma can project 
into the upper vaginal space. Some advance 
to spread apart the broad ligament and others 
have been known to make their way to the 
lower margin of the diaphragm. Many broad 
ligament hematomata accompany such com- 
plications as rupture of the uterus and abrup- 
tio placentae but are not recorded as such, 
rather being included in operative notes for 
laparotomy. 


Some method of classification seems to be 


*Read in Section on Obstetrics, Southern Medical Associ- 
ation, Forty-Fifth Annual Meeting, Dallas, Texas, November 


the Department of Obstetrics, University of Maryland 
School "of Medicine, Baltimore, Maryland. 
tAssistant Professor of Obstetrics, University of Maryland 
School of Medicine, Baltimore, Maryland. 
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in order. We suggest a method, based on lo- 
cation, as shown in Table 1. 

It is the purpose of this paper to analyze 
our 52 cases in an effort to report the pre- 
disposing factors, causes, symptomology, di- 
agnosis and popular trends in the management 
of portpartum birth canal hematomata. 

We believe the age of the patient has no 
significance in the incidence of this condition. 
The majority of hematomata occur between 
the ages of 21-34, which is the commonest age 
group for all deliveries (Table 2). 


Primiparity, on the other hand, seems to 
predispose to hematoma formation and in 
this series the primigravidae comprised 67.30 
per cent. This figure is lower than those of 
most previous reports but is still high enough 
to double that for the multigravidae. It is 
logical to assume that greater resistance to 
fetal pressure exists in the primiparous tissues 
thus furthering the likelihood of vessel frac- 
ture in the birth canal. 

There were no prolonged labors in this 
series. The figures in Table 3 represent, in 


CLASSIFICATION 
(1) Subperitoneal 
(2) Vaginal 
(a) Paravaginal 
(b) Perivaginal 
(3) Vulval 
(a) Perineal 
(b) Ischio-rectal 


(c) Labial 
TABLE 1 
AGE 
Cases Per Cent 
Total average age, 26.28 
PARITY 
Cases Per Cent 
TABLE 2 


DURATION OF LABOR 


Ist Stage 2nd Stage 
a 10-32 1 hr. 2 min. 
5-12 $3 min. 


Average first stage— 8-48 
Average second stage—52 min. 
No cases over 25 hours 
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our experience, a common average for the 
duration of the first stage of labor but a 
prolongation of the second stage. This latter 
increase would seem to indicate a predisposi- 
tion to hematoma formation on the basis of 
prolonged pressure after full cervical dilata- 
tion. 

The type of delivery has been largely in- 
fluenced by custom. Most Baltimore clinics 
routinely employ episiotomy and low forceps 
for delivery. Of special note is the relative ab- 
sence of the more traumatic types of compli- 
cated deliveries (Table 4). With the excep- 
tion of the one breech extraction and three 
Scanzoni maneuvers, all patients can be con- 
sidered to have been delivered normally. The 
trauma which attends complicated deliveries 
usually is expected and falls under the imme- 
diate scrutiny of the operator. This fact em- 
phasizes the insidiousness of hematomata, as 
they seem to occur almost exclusively with 
normal deliveries. 

We do not believe anesthesia has any influ- 
ence on this condition. The higher percentage 
of saddle block anesthesia indicates merely a 
popular trend in recent years (Table 5). 

Likewise, the size of the baby seems to have 
no influence on this condition in our series. 
No baby was excessive in size and the large 
majority were of normal weight (Table 6). 


TYPE OF DELIVERY 
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Toxemia, blood dyscrasia, varicosities and 
edema have been reported commonly to ac- 
company hematomata. As shown in Table 7 
we have a relatively small percentage of these 
complications. However, varicosities occur 
within the perineum although they may not 
be apparent near the surface. Careless han- 
dling of these leads to the escape of blood and 
subsequent hematomata formation. 


Infection has been cited as a danger but it 
would appear that the recent widespread use 
of prophylactic antibiotics has been successful 
in preventing this complication. 

All of the vaginal tears reported occurred 
high up in the birth canal. 

Consideration of the location of postpartum 
hematomata reveals that 31 cases or 59.61 per 
cent were located in areas easily coming under 
inspection by the attendant. Those occurring 
in lateral vaginal walls and labial areas we 
believe to be secondary to trauma due to pres- 
sure while those lying within the perineum 
and posterior vaginal wall are due to faulty 
surgical repair (Table 8). 

There is too much tendency on the part of 
the obstetrician to rely on the arrest of bleed- 
ing by the simple approximation of tissue by 
suture rather than the employment of more 
strict surgical isolation and ligation of bleed- 


ASSOCIATED COMPLICATIONS 
Cases Per Cent 


ANESTHESIA TABLE 7 
Cases Per Cent 
14 
Cases Grams PerCent Post. vaginal 3 
ee 4 7.70 59.61 per cent 
Under 4000 grams............... 48 92.30 Some of the above are combinations of more than one location. 
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ing vessels. As has been emphasized previously 
and almost unanimously it is most important 
to include within the first suture in any re- 
pair the area above the apex to secure a pos- 
sible retracted vessel (Table 9). 

The symptomatology of postpartum hema- 
tomata includes pain usually intense, external 
or concealed bleeding, signs of anemia and in- 
fection (Table 10). 

The occurrence of 42.30 per cent of cases 
complaining of pain in the vaginal or vulval 
region is significant even though this figure is 
not so great as those of previous reports (Table 
11). When one recognizes the variation in the 
size of hematomata and appreciates that loose 
tissue planes can exist at the various sites of 
this condition one can thus see that pain can 
be absent for a long time. When it does occur 
the hematoma can be far advanced. There- 
fore, when it is present, pain is a symptom re- 
quiring urgent attention. 


CAUSE OF HEMATOMA 


Cases 
Traumatic due to labor and delivery. ................. 42 
TABLE 9 
SYMPTOMS 
(1) Pain, usually intense 
(2) Bleeding apparent or concealed 
(3) Signs of anemia 
(4) Infection 
TABLE 10 
PAIN 


Of all delayed cases 64.51 per cent had pain. 
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Pain was present in a high percentage of 
those cases which were delayed in their diag- 
nosis. 

Our blood loss findings are lower than 
would be expected. However, we are certain 
that they have been grossly underestimated in 
the majority of cases. Seven cases of shock 
accompanied those with the greatest blood 
loss. Enough blood can accumulate quietly 
within tissue spaces to cause profound anemia 
and shock (Table 12). 

Birth canal hematomata can usually be 
diagnosed by the appearance of a mass which 
is usually tense, elastic and fluctuating. It is 
discolored in its appearance and tender on 
palpation. Although the diagnosis is simple 
enough, 59.87 per cent of all cases were dis- 
covered late. We considered a diagnosis late 
if a period of over 15 minutes elapsed before 
the hematoma was found. Even then only 
three in this delayed group were diagnosed 
within one hour, while the majority, 48.38 
per cent, were between 6-24 hours (Table 13). 


Pressure necrosis plays some part in a few 
of these delayed cases, probably in the over- 
24-hour group. Despite the fact that this type 
of case cannot be diagnosed quickly, we be- 
lieve these figures reveal a failure of proper 
observation of the patient early in her puer- 
peral state and they serve to illustrate the im- 
portance of the recommended prophylactic 
measures for this condition. 


Proper attention to the vulva is most im- 
portant. Nurses should change pads and in- 
spect the vulva more frequently. Any abnor- 
mality, swelling, bleeding, discoloration or 
complaint of pain should be reported imme- 
diately and be followed by prompt, careful 
inspection and palpation of the vulva and 
vagina. Saddle block anesthesia may prevent 
early complaints of pain but this fact should 


TABLE 11 TIME OF DIAGNOSIS 
Cases Per Cent 
Cases Per Cent 
40 76.92 Time of Diagnosis Cases Per Cent 
7 cases (24 hours; 2 days; 2 days; 5 days; 7 days; 2 weeks) 
TABLE 12 Taste 13 
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increase the importance of frequent early ob- 
servation. 

A few hematomata rupture through the 
covering tissue either from necrosis or pressure 
infiltration and blood is lost externally. There- 
fore, this bleeding, usually occurring in the 
delayed diagnosis group, should be differenti- 
ated from the normal puerperal flow from 
body of the uterus. 

It is our opinion that episiotomy has little 
effect upon the formation of vaginal wall 
hematomata because any relief from pressure 
caused by the performance of this operation 
would be too remote from the upper birth 
canal areas. It is also difficult to conclude 


that labial hematomata are caused by blood’ 


extravasation from a bleeder at the episiot- 
omy site since, in this series, most of these 
accompany median episiotomy and three of 
the four paramedian episiotomies had associ- 
ated labial hematomata on the opposite side 
from the operative site. If we are to believe 
episiotomy helps relieve pressure from other 
vulval areas, thus preventing hematoma for- 
mation, it would seem from these figures that 
median episiotomy fails to prevent labial 
hematomata more than does the paramedian 
variety (Table 14). 

It is important to perform not only episiot- 
omy but adequate episiotomy to relieve this 
pressure. This is to be desired even in the 
multiparae with very little perineal resistance. 

The treatment of this condition follows a 
fairly consistent pattern. It is most desirable 


to isolate and ligate the offending vessel when- | 


ever possible but there has been little suc- 
cess with these procedures. Suturing the cav- 
ity can be seen to be moderately popular. 
Packing the vagina proved to be the most 
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frequent type of treatment either alone or in 
combination with packing the cavity. We 
agree that these packings should always be 
performed where vaginal hematomata are 
present. Packing the vagina is also a valu- 
able adjunct procedure with the packing of 
the vulval cavities. When packing any cavity 
hemostatic absorbable sponges should be used 
(Tables 15 and 16). 

Immediate operative interference is recom- 
mended as soon as the diagnosis is made. Any 
hematoma of appreciable size should be at- 
tacked in a surgical manner while those of 
small caliber may be left alone if, after a 
period of careful observation and the applica- 
tion of pressure, they do not appear to be 
growing in size. 

The mode of treatment does not seem to 
bear any influence upon residual distortion 
of tissue. Remarkable recovery of normal 
anatomy is almost always the rule. 


TREATMENT 
Cases 

5 

TABLE 15 


LOCATION AND TREATMENT 


Incision and evacuation Total 


EPISIOTOMY Perineal Labial Vaginal 7 
Cases Per Cent 2 2 
Packing vagina 
PERINEAL HEMATOMATA AND EPISIOTOMY Perineal Labial Vaginal 15 
‘ Perineal Labial Vaginal 13 
LABIAL HEMATOMATA AND EPISIOTOMY No treatment , 
Ischio-rectal Labial Vaginal 8 
» All combinations in which vaginal hematoma is present are 
TABLE 14 TABLE 16 
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SUMMARY AND CONCLUSIONS 


(1) An analysis of 52 cases of postpartum 


birth canal hematomata is presented. 

(2) Predisposing factors are primiparity, 
prolonged second stage of labor, failure to per- 
form episiotomy and faulty episiotomy repair. 

(3) Factors not influencing this condition 
include age of patient, type of delivery, anes- 
thesia, size of baby, toxemia, varicosities, and 
blood dyscrasia. 

(4) Failure of prompt diagnosis is a major 
error in the management of this condition. 

(5) Prophylaxis requires routine inspection 
and palpation of the soft tissue birth canal, 
performance of adequate episiotomy and its 
proper repair, nursing inspection of the vulva 
and prenatal knowledge of blood status. 

(6) The treatment of postpartum birth 
canal hematomata begins with early recog- 
nition. Evacuation of clots and accumulated 
blood is followed by ligation of the offending 
vessel if found. The cavity should be packed 
loosely with hemostatic absorbable sponges 
and the vagina tightly with an ordinary gauze 
pack. Transfusion should be carried out if 
necessary and prophylactic antibiotics admin- 
istered to prevent infection. 


DISCUSSION (Abstract) 


Dr. W. P. Devereux, Dallas, Tex——On our services 
it would be impossible accurately to calculate the 
incidence of hematoma, but an estimate on our service 
at Florence Nightingale Hospital would be almost 
once a month where the number of deliveries runs 
about 300-500 per month, making the incidence some- 
thing like one in 300-500. Factors predisposing to the 
development of hematomata seem to be unknown, 
primiparity being the only one of prominence in vari- 
ously reported series. As emphasized in this paper, 
most of them occur after normal deliveries. Conse- 
quently prompt recognition depends on careful post- 
partum observation. Most patients do not complain 
bitterly of pain in the first 12-24 hours; therefore, such 
complaint should call for prompt inspection and rectal 
examination for presence of hematoma. 

It has been our observation that most hematomata 
are the result of arterial rather than venous bleeding, 
especially those below the level of the levators. How- 
ever, care is usually exercised in repair to avoid de- 
liberately puncturing visible veins or varicosities, at- 
tempt being made to include the entire circumference 
of such vessels in sutures. 
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We note that the longest delay in diagnosis in the 
authors’ series was two weeks. We have had occasion 
to observe several hematomata not diagnosed for six 
weeks. One of these was one of our own private pa- 
tients who mentioned nothing to us of pain, most of 
which was experienced after she went home. At six 
weeks a large paravaginal mass was found, large enough 
to interfere with bimanual examination. Another case 
was referred from out of the city at six weeks. Find- 
ings were similar to the first case; there was a history 
of a good deal of pain from the second to fifteenth 
day; at six weeks her doctor found the pelvic mass, 
but did not recognize the nature of it. In both of these 
patients, incision and evacuation of the clots, followed 
by tight packing of the vagina, were done; good results 
were obtained in both, though the masses were quite 
large, and some organization of the clots had already 
begun. 

Another case, a clinic patient, showed an equally 
large mass at six weeks. The only complaint was of 
interference at coitus. This patient was carried along 
for three months to see whether the mass would ab- 
sorb; it would not, so incision and evacuation were 
done. Observation of this patient and others leads us 
to believe that evacuation is indicated in the late 
cases just as in the earlier cases unless the mass is quite 
small. Needle aspiration to verify diagnosis should be 
done, but attempts to empty the mass by aspiration 
are unsatisfactory, as clots interfere. One point might 
be mentioned in connection with evacuation of these 
masses late. Several days afterward, one may be dis- 
appointed to find a mass still present. This, however, 
seems to be fibrosis and accumulation of serum which 
in a relatively short time absorbs. 


Dr. Samuel M. Dodek, Washington, D. C.—The oc- 
currence of this complication can certainly be a very 
painful experience to the patient and one which may 
often challenge the obstetrician’s diagnosis and op- 
erative judgment. 

There is a type of hematoma which appears in the 
vaginal tract without any evidence of trauma and may 
certainly follow a normal spontaneous delivery. It is 
due to a rupture of the veins of the broad ligament, 
allowing the blood to accumulate between the leaves 
of the ligament and finally to gravitate downward 
toward the base, with bulging into the vagina. This 
complication of labor is not always painful and may 
not even produce clinical evidence of hemorrhage. It 
is usually not detected until a postpartum examination 
is made, at which time since the bleeding has long 
since controlled itself, the mass may be incised and 
evacuated. 

The authors point out that a very high percentage of 
the hematomata in their series is a result of the 
extension of episiotomies or lacerations. I should like 
to mention that we have been using curare in con- 
junction with general anesthesia, and we find that since 
the perineum relaxes .very much, a minimal episiotomy 
is needed and uncontrolled lacerations do not occur. 
The use of this drug will, in my opinion, reduce the 
number of postpartum hematomata. 
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THE COMPLICATED PEPTIC ULCER* 


By S. Kune, M.D. 
San Antonio, Texas 


The problem of peptic ulcer management 
needs no emphasis to the general practitioner, 
internist, surgeon, or psychiatrist. The stress 
of the recent world conflicts played a major 
role in the increase of this disease. The frus- 
trations and maladjustments of modern day 
living are not only important factors in etiol- 
ogy of this condition, but are also responsible 
for an increasing number of therapeutic fail- 
ures. There is no magic drug, diet, or 
therapeutic regime that will relieve all of 
these patients. Operation is advocated only 
for complications or for ulcers that fail to 
respond to medical management. Surgery, 
however, should not be looked upon as a last 
resort, but as a relief for patients who have 
ulcers that have not been controlled by other 
measures. The scope of this paper covers the 
surgical management of 357 cases of benign 
lesions of the stomach and duodenum requir- 
ing definitive surgery. And by “definitive 
surgery” is meant any operation undertaken 
to alter the ulcer or disease process. Opera- 
tions to close perforations do not fall in this 
category. Three hundred forty-seven patients 
were subjected to subtotal gastric resections 
in an attempt to alter the course of the com- 
plications of peptic disease involving the 
stomach and duodenum. 


The pattern of peptic ulcer disease, which 
culminates in the complications that unequiv- 
ocally are indications for surgery, are perfora- 
tion, hemorrhage, obstruction, and painful 
ulceration. 

Perforation is the penetration of an ulcer 
into the free peritoneal cavity producing signs 
and symptoms of an acute abdomen. This is 
considered a surgical emergency and conserva- 
tive management should not be practiced. 
Following closure, a single perforation is not 
an indication for definitive surgery, for it may 
be a meaningless accident in duodenal ulcer 
disease that will never occur again. However, 
if symptoms of activity return following a 
perforation, then definitive surgery should 
be carried out without delay. 


Hemorrhage, by contrast, varies from a sin- 


*Read in Section on Surgery, Southern Medical Association, 
a -Fifth Annual Meeting, Dallas, Texas, November 5-8, 
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gle tarry stool to an exsanguinating hematem- 
esis or melena. Hemorrhage in this article 
connotes the rapid loss of enough blood to 
have obvious constitutional effects. It is a 
quantitative problem that requires close co- 
operation between clinician and surgeon. 
This medicosurgical team must follow the 
patients from their admission to the hospital 
through their entire course of treatment. Suf- 
ficient blood is given without regard to quan- 
tity to replace what blood is lost and to 
alleviate shock as soon as possible. The con- 
trolling idea is to avoid depletion and tissue 
anoxia. If bleeding does not stop, then oper- 
ation is necessary. 

Obstruction, partial or complete, due to 
secondary spasm or edema is another compli- 
cation connoting acute activity, whereas ob- 
struction due to cicatricial tissue is a late 
result of an old organic disease that has lost 
its activity long ago and is now the end result 
of previous disease. Medical management 
offers no hope in altering this proaess. Oper- 
ative correction is the only means available 
for relieving it. 

Painful ulceration is a relative problem and 
is most difficult to classify and to correlate 
with clinical symptoms and extent of existing 
disease. Into this group of complications fall 
the greatest number of patients and whether 
or not definitive surgery should be carried 
out depends upon the per cent failures in 
the experience of the general practitioner, the 
internist, or surgeon by their mode of attack. 
The great pitfall of false security in non- 
surgical management lies in the control of a 
peptic ulcer under hospital conditions that 
cannot be duplicated when the same patient. 
returns to the environment of his home, fam- 
ily, or business. The criteria of successful 
nonsurgical management lie in the patient's 
being symptom free in the environment that 
has caused the stress. If this cannot be se- 
cured in a reasonable length of time, surgery 
should be undertaken. The word “intractable” 
when applied to this complication implies one 
of two entities; intractable pain or intractable 
ulcer. It is a strong word denoting failure in 
nonsurgical management. 


The term “economic ulcer” appears here 


and there in literature in this country and 
“work ulcer” in other countries. The two are 
synonymous and connote the inability of a 
patient to work or make a gainful living and 
still hold the peptic ulcer disease in check 
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under medical management. This group of 
patients represents about 11 per cent of the 
total incidence of peptic ulcer and must be 
classified as a fifth complication of peptic ul- 
cer disease. It is recognized that this is a con- 
troversial point, and internists maintain, and 
rightly so, that patients in this group, no mat- 
ter what the occupation may be, can follow 
medical measures that can control the ulcer. 
But nonsurgical failures in this particular 
group are higher than the surgical failures, 
either because the patient cannot or will not 
cooperate with the physician or with himself 
to the best of his ability. These patients have 
been called “intractable patients.” 


Subtotal gastric resection as the method of 
choice was used as the definitive surgery in 
the management of 347 patients with compli- 
cations of peptic ulcer disease. Over 250 of 
these patients were operated upon by the 
author, the remaining under his direct super- 
vision. The technic was standardized. A modi- 
fied Hofmeister high resection with a post 
colic gastrojejunostomy on a short proximal 
loop was used in approximately the first one 
hundred cases. In all the remaining cases, the 
gastrojejunostomies were anticolic except for 
cases which presented technical difficulties in 
which the anticolic anastomosis was not prac- 
tical. The distal loop of the gastrojejunos- 
tomy was always placed to the greater 
curvature of the stump and all anastomoses 
were two-row procedures. Care was taken to 
avoid an excessively large turned-in cuff; and 
a “protecting” fixation suture was never used. 
A prime requirement was that the completed 
anastomosis be functionally suspended under 
no tension. 


Operations were performed upon 357 pa- 
tients in the attempt to alter the course of the 
complications of peptic ulcer disease, with an 
operative mortality rate of 0.3 per cent. 
Pulmonary embolism on the fourteenth post- 
operative day accounted for the only death in 
this series. 


The operative indications in the 347 cases 


OPERATIVE INDICATIONS 


Primary resection for perforation........................ 8 
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surgically managed by subtotal gastrectomy 
are shown in Table 1. 

The high incidence of partial obstruction 
indicates that many patients were carried for 
many years under unsuccessful medical meas- 
ures. The 124 cases of partial obstruction 
undoubtedly migrated into that complication 
by frequent episodes of activity of the ulcer 
in the proximity of the pylorus of the stom- 
ach; with each healing phase, scar tissue re- 
placed muscularis resulting in a slow con- 
stricting process. 

No attempt has been made to classify the 
forty-two cases of hemorrhage. Included in 
this group are mixed exsanguinating hem- 
orrhages and the persistent slow bleeders, but 
in both a joint decision to operate was 
reached by both the surgeon and the internist. 

The author classifies the 119 cases of pene- 
trating or perforating ulcer together, but they 
differ in their clinical and pathological pic- 
ture. The penetrating ulcer is a descriptive 
term used to indicate the location of the ulcer. 
This type of ulcer erodes its way into the 
pancreas and, as a result, the patient expe- 
riences pain not only in the epigastrium, but 
has severe back pain. This patient cannot 
tolerate jarring or riding in a car and in 
farming areas, it is known as the “tractor 
syndrome.” The farmer with a penetrating 
ulcer is unable to drive his tractor without 
severe pain in his back. This particular 
symptom of back pain gives valuable informa- 
tion to the surgeon for he can anticipate tech- 
nical difficulties before entering the abdomen. 
The majority of patients who have penetrating 
ulcer are in the older age group and most 
of the hemorrhage cases that were resected 
had penetrating ulcers due to the proximity 
of many vessels. The perforating duodenal 
ulcer on the other hand is by far the most 
common form found in ulcer disease. This 
ulcer is most successfully and readily treated 
by medical measures. The great majority of 
these ulcers are located on the anterior surface 
of the first portion of the duodenum. Pain 
varies in this type from a “silent ulcer” with 
no pain, to intense epigastric distress which 
is usually relieved by active medical manage- 
ment. If pain persists, and x-ray films show 
no improvement under this type of therapy, 
then operation should be carried out; for as 
the name implies, these ulcers will perforate 
into the free abdominal cavity. 

As a rule, all acute perforations of the 
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duodenum and stomach should be closed at 
the primary operation. Adherence to this rule 
saves lives. However, indications and condi- 
tions were favorable in this series of cases for 
performance of eight subtotal resections 
following acute perforation as the primary 
operation. The cases were carefully selected. 
The time interval from perforation to oper- 
ating room varied from ninety minutes to six 
hours. Minimal peritoneal soiling was present 
and the duodenum distal to the perforation 
was pliable and assurance of a good closure 
was present. All patients were good surgical 
risks. The postoperative convalescence of 
these eight patients was uneventful and im- 
mediate good results were observed in all 
cases. It should be strongly emphasized that 
primary resection for acute perforation should 
not be attempted by the occasional operator 
or the novice. 

“Economic” or “work” ulcer accounted for 
thirty-one cases in this series, and as stated 
before, this term describes the ulcer of the 
patient who is unable to work or make a 
gainful living and hold the disease in check 
under medical management. These patients 
should be carefully selected and questioned as 
to their apparent inability to follow the rules 
of medical management. Surgery should be 
employed only as a means to eliminate a 
disease that prevents the patient from making 
a livelihood. 

Table 2 shows all other operations per- 
formed to alter the course of the complica- 
tions of duodenal ulceration. It is evident 
that the author does not favor the use of 
vagotomies in the treatment of this disease. 
Gastroenterostomy was not employed. 


OTHER OPERATIVE PROCEDURES 


Vagotomy with 6 

TABLE 2 


POSTOPERATIVE COMPLICATIONS REQUIRING 
SECONDARY OPERATIONS 


Obstruction of 4 
Hemorrhage from gastric stump......................08- 1 
Recurrent hemorrhage of ulcer.................0.00e000% 2 
1 


TABLE 3 
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In this series of operations for peptic ulcer, 
the postoperative complications requiring 
secondary operations are listed in Table 3. 
Obstruction of the gastrojejunostomy ac- 
counted for four of the ten complications. 
Three of these were caused by a fatty thick 
transverse mesocolon squeezing the post colic 
anastomosis, the other being an anticolic pos- 
terior suture line leak with resultant indura- 
tion and inflammation about the anastomo- 
sis. Massive hemorrhage was responsible for 
three re-operations; two were a recurrence of 
bleeding from an ulcer which was not re- 
moved; the other in a faulty placement of 
suture in the upper portion of the Hofmeister 
procedure. Avascularity of a thick omentum 
not recognized at surgery with subsequent 
necrosis was responsible for one secondary 
operation. All the above-named complications 
were recognized as acute surgical emergencies 
in the immediate postoperative period and 
were corrected. Six exploratory laparotomies 
were carried out in the following three years 
for marginal ulcer and only two were found 
to be present. There were two duodenal 
closures that perforated but did not require 
re-operation, and were handled by sump 
drains left in place during the primary oper- 
ation. Convalescence was prolonged but un- 
eventful. I do not know how many other late 
postoperative complications have been oper- 
ated upon elsewhere in this series. 


SUMMARY 


Surgery is required when complications 
arise, not as a last resort, but as another mode 
of attack in an attempt to alter the course 
of ulcerative disease. These complications 
have been discussed, and a series of 357 pa- 
tients requiring operations has been presented. 
The operative mortality in this series was 0.3 
per cent. 

The postoperative complications requiring 
secondary operation have been listed. The 
author does not know how many other secon- 
dary operatic.is in this series have been per- 
formed elsewhere. 

Subtotal gastric resection is believed to be 
the operation of choice in the treatment of 
the complications of peptic ulcer, and it is 
believed that a high per cent of patients sub- 
jected to this operation have been benefited 
and the disease process has been altered. 
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DISCUSSION (Abstract) 


Dr. James J. McDonald, Durham, N. C.—1 should 
like to compliment Dr. Kline upon his low mortality 
for this large group of cases. It has recently been my 
duty to review the literature on this subject and I 
cannot recall any publication with such a low mor- 
tality. 

Just a few words in regard to the many new drugs 
for the treatment of peptic ulcer. Along the early 
part of 1950 when banthine® made its appearance, 
it was the opinion of many that the surgical treatment 
of peptic ulcer would greatly decrease. Since this time 
we have had a fair amount of experience with ban- 
thine® and certainly it has not decreased the surgical 
treatment for the complicated ulcer to any marked 
degree. I believe this applies to the other new drugs. 

The complication of hemorrhage should be a prob- 
lem of the medical and surgical services as Dr. Kline 
has stressed. Frequently the surgeons have been called 
in as consultants when the patient is in such a state 
that little can be done. I should like to recommend 
a plan of conservative treatment that has been rather 
successful at St. Louis City Hospital under the guid- 
ance of Dr. Cyril J. Costello. This plan consists of: 
(1) adequate sedation, (2) adequate blood replace- 
ment, (3) large doses of vitamin C and (4) predigested 
protein milk preparations administered in doses of 
100 to 200 cc. every two hours as tolerated. Many 
patients will respond to this treatment but of course 
all do not; then the factor of surgical judgment plays 
a prominent role. 

The patients who develop perforations are very 
likely to require additional surgery. Dr. Leur re- 
viewed over 300 perforations at St. Louis City Hospital 
and about 60 per cent of them had to have further 
surgery. 

I am opposed to gastric resection at the time of 
perforation because I feel these patients generally are 
very poor risk for so much surgery. They usually 
have low serum proteins, and avitaminosis, accom- 
panied by chemical and bacterial peritonitis. I think 
Dr. Kline was very fortunate with his eight cases of 
resection at the time of perforation. 


Dr. R. L. Sanders, Memphis, Tenn.—1 thoroughly 
agree that in the majority of cases a subtotal resection 
should be performed for the complications of duodenal 
ulcer. This is especially true of bleeding ulcer, as 
only by resection can one afford the patient the best 
protection against further hemorrhage. It is my belief, 
however, that there is still a place for gastroenter- 
ostomy. In fact simple posterior gastroenterostomy is 
preferable for patients who are well along in years 
and who have a cicatrizing obstruction, with an 
atrophic, dilated stomach, low acids and no bleeding. 
The mortality is low, the rate of cure is high, and 
the operation has practically no sequelae of conse- 
quence. Vagotomy in selected cases, particularly as a 
supplement to gastrectomy or gastroenterostomy for 
primary duodenal ulcer or marginal ulcer, is also a 
valuable procedure. A large number of our patients 
who have had vagotomy have done well. 

As the years have gone by, my attitude toward the 
surgical treatment of duodenal ulcer has mellowed con- 
siderably. I believe it is a good thing that we have 
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more than one avenue of approach in order to meet 
the requirements of the different types of ulcer and 
the different patients. When the indications are met 
and the circumstances permit, however, subtotal gas- 
trectomy is generally accepted as the operation of 
choice. 


THE ETIOLOGY AND TREATMENT 
OF HEPATIC COMA* 


By Rosert A. Wise, M.D. 
Houston, Texas 


Hepatic coma has been considered a serious 
medical situation with death to be expected 
in a high percentage of cases. Murphy! re- 
ports two recoveries and 40 deaths in as many 
cases. Snell,? in a Mayo Clinic series, showed 
that 23 out of 54 cases of atrophic cirrhosis 
died in coma. 

Treatment in recent years has been more 
encouraging. In 1941, Snell? gave a regimen 
for treatment which resulted in recovery in 
six out of eight cases. His method consisted 
of continuous drip of glucose, 3,000 to 4,000 cc. 
daily with added vitamin B, and _ nicotinic 
acid. More recently several papers have ap- 
peared reporting recovery from coma, stupor, 
delirium, extreme somnolence, or profound 
disturbances in psychic equilibrium after 
treatment with a variety of agents. These in- 
clude aureomycin, sodium-poor human albu- 
min, exsanguinotransfusion, ACTH and cor- 
tone®; a therapeutic regime which includes 
glucose and potassium to prevent hypopotas- 
semia secondary to glucose administration and 
500 mg. of vitamin E daily; and we have had 
success with total fluid and electrolyte replace- 
ment with special emphasis on correcting po- 
tassium depletion, with whole blood and with 
lipo-adrenal® to support the patient during 
this serious stress. 


ETIOLOGY 


Many cases of hepatic coma are preventable 
and needlessly produced by the physician. 
Watson? has said concerning treatment ‘in 


chronic liver disease, “. . . the physician's 


*Read in Section on Medicine, Southern Medical Association, 
Forty-Fifth Annual Meeting, Dallas, Texas, November 5-8, 1951. 

*From the Department of Medicine, Baylor University Col- 
lege of Medicine, Houston, Texas, and the Section of Internal 
Medicine, Veterans Administration Hospital, Houston, Texas. 

*Published with the permission of the Chief Medical Di- 
rector, Department of Medicine and Surgery, Veterans Admin- 
istration, who assumes no responsibility for the opinions 
expressed or conclusions drawn by the author. 
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principal role is that of protecting the patient 
against further insults . . .” Factors which 
cause coma may be outlined as follows: 
Factors beyond the physician’s immediate control. 
(A) Acute liver cell necrosis 
(1) Viral hepatitis 
(2) Chemical toxin (phosphorus, arsenic, gold, 
cinchophen) 
(3) Postpuerperal state 
(4) Acute cirrhosis of the liver 
Factors which the physician can attempt to control. 
(B) Acute liver cell damage as an exacerbation in 
chronic liver disease. Precipitating factors: 
(1) Infection 
(2) Incidental or therapeutic surgery; accidental 
trauma 
(3) Stress in the form of physical overactivity 
(4) Hemorrhage 
(5) Excess in alcoholism or inadequate diet 
(6) Inappropriate use of soporifics or narcotics 
(7) Too vigorous attempts to control ascites with 
liver cell necrosis 
(8) Idiopathic exacerbations 
(9) Failure to consider the patient with liver 
cell disease with increasing somnolence or 
delirium as a medical emergency 
The physician can do very little in the way 
of preventing acute liver cell necrosis, but can 
only hope by careful observation of his pa- 
tients to find the disease early and treat it 
vigorously. However, in the factors producing 
acute changes in chronic hepatocellular dis- 
ease he can do much. 


Infections in a patient with cirrhosis should 
be taken seriously, and the patient put to bed, 
appropriate antibiotics given early, and the 
patient observed closely. 


Empirically it has been observed that pa- 
tients with serious liver disease, although 
“compensated” do not stand stress well. Per- 
sons with chronic liver disease and with a con- 
siderable reduction in liver reserve should be 
protected against physical overactivity. These 
patients must consistently keep their energy 
expenditures within their liver reserve just as 
cardiacs must do. Failure to do so will result 
in an exacerbation of liver cell injury and 
perhaps death from coma. 


Surgical procedures or accidental trauma 
occurring in a patient with cirrhosis or latent 
hepatitis may precipitate an increase in liver 
damage which may be serious enough to be 
fatal. Even patients with normal livers showed 
a decrease in bromosulphalein clearance in 
17 out of 22 cases subjected to intra-abdominal 
operations.5 Patch reports operative deaths 
as 40 per cent in procedures such as omento- 
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pexy. Known cases of chronic liver disease 
should be carefully evaluated and carefully 
tided through only the most essential surgery, 
all other surgery being carefully avoided. The 
case briefly presented below illustrates this 
point. 

T. J. S., a 57-year-old tree surgeon with a history 
of chronic alcoholism entered the VA Hospital, Fresno, 
California, November 8, 1950, with an illness of six 
months duration, his principal admitting complaint 
being excessive fatigue. Other symptoms included con- 
stant pain in the right upper quadrant, some vomiting 
and loss of weight. After prolonged study, including 
several liver biopsies, it was decided that this patient 
not only had cirrhosis of the liver but chronic gall- 
bladder disease. Surgical removal of the gallbladder 
was undertaken in February, 1951, and a chronic cho- 
lecystitis with cholelithiasis was found. Prior to op- 
eration the patient did not have ascites; however, 
shortly after the operation fluid began to accumulate, 
and since that time he has had troublesome abdominal 
fluid which had to be removed on several occasions. 
An increase in liver damage with constant jaundice 
and abdominal pain occurred following cholecys- 
tectomy. 

This case illustrates that surgery, although 
perhaps indicated, may cause further damage. 


Operations such as porto-caval shunt, as well 
as those of lesser magnitude, are often fol- 
lowed by increased hepatocellular damage. 
An important question preoperatively is: “Has 
this patient enough reserve to stand the known 
additional insult to the. liver parenchyma that 
is incident to the relief of the portal obstruc- 
tion?’ The awareness that surgical trauma, 
regardless of how skillfully applied, causes 
liver damage in such patients, helps the phy- 
sician in selection, preparation, operation and 
postoperative management. 


Hemorrhage from esophageal varices and 
hypoprothrombinemia is the cause of death 
in about one-half of the cases of cirrhosis. It 
is common experience that while a case of 
cirrhosis is doing well, a severe hemorrhage 
occurs. This is followed in many by increased 
liver damage in the form of jaundice and coma 
within a few hours or days. It is the author’s 
belief that this again is evidence that cases 
of chronic liver cell disease cannot stand stress 
equal to other patients with a chronic disease. 
For instance, I do not believe that patients 
with cirrhosis of the liver have as much re- 
sistance to hemorrhage as have peptic ulcer 
patients after the same blood loss. However, 
it seems logical to maintain or restore the 
blood pressure and stop the bleeding as 
quickly as possible. ‘The blood pressure should 
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be maintained by massive transfusion early 
and as often and as long as bleeding con- 
tinues. 


The esophageal tamponade tube is very 
useful in controlling hemorrhage in certain 
cases. The Sengstaken reinforced esophageal 
balloon appears to be highly satisfactory. 
Sengstaken and Blakemore,® using this tube 
and adhering closely to the prescribed routine 
which they have outlined recently, have pre- 
vented death from shock in 30 consecutive 
cases. In addition, hemorrhage has been con- 
trolled with fewer transfusions and, most im- 
portant, the patient has been kept alive for 
more definitive surgery. 


In cases that continue to bleed in spite of 
all measures, including esophageal tampon- 
ade, resection of the stomach and the neigh- 
boring engorged and varicose collateral veins 
may be necessary to stop bleeding. 


That repetition of excessive alcoholic drink- 
ing with its associated poor food and vitamin 
intake may cause an exacerbation of liver dis- 
ease and coma needs no further discussion. 


Of major importance and largely prevent- 
able is the improper use of sedatives and nar- 
cotics in patients with liver disease. The case 
cited below illustrates what happens all too 
frequently in a general hospital. 


B. S. B., a 44-year-old laborer entered the hospital 
because of shortness of breath and swelling of the ab- 
domen for one week. Other than slight nausea and 
“gas” on the stomach, he felt perfectly well. He was 
accustomed to drinking large quantities of whiskey 
and beer. Anxiety and overactivity, ascites, and slight 
jaundice were present. Diagnosis of cirrhosis of the 
liver and chronic alcoholism was made. Paracentesis 
of 4,500 cc. was done. On the second day after ad- 
mission the patient became psychotic. This psychotic 
behavior occurred within 26 hours of removing the 
fluid and after 1.5 cc. mercuhydrin. He was given 15 
grains of sodium amytal® and 8 cc. of paraldehyde. 
Shortly after this he lapsed into coma from which he 
could not be aroused. Because of his history of alco- 
holism and the nature of his delirium, it was thought 
that this was delirium tremens plus sedation and not 
coma of uncomplicated liver failure. For this reason, 
ACTH and cortisone were given in combination in 
order to correct his delirium tremens, thus obtaining 
a cooperative patient if possible. Our regimen for 
treating coma and liver disease was instituted, and he 
quickly revived from the coma and is still improving 
from his cirrhosis. 


This case illustrates two points: too vigorous 
concern about removing fluid and, second, the 


giving of sedatives without control. At no 
time did the physician see this patient; he 
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merely prescribed the sodium amytal® which 
was given by the nurse. The precipitating 
drug might have been pentothal,® seconal,® 
morphine, pantopon,® or one of many other 
drugs. Any drug which is metabolized in large 
part in the liver is very likely to give an effect 
more prolonged and more pronounced than 
in a normal person. 

We have no really satisfactory drug with a 
margin of safety in the face of serious liver 
disease. A better plan is for the physician 
personally to give small doses of a drug that 
is partially excreted by the kidney, such as 
sodium amytal,® or by the lungs, such as 
paraldehyde; to give this dose intravenously 
in small increments, waiting ample time for 
its effect and not exceeding the quieting dose. 
The dosage must not exceed the minimum 
required for the quieting effect. A conscious 
cooperative patient is highly essential to re- 
covery from liver cell damage, and this con- 
dition should be obtained as soon as possible. 

Another preventable cause of coma is too 
great an emphasis on the removal of ascitic 
fluid and edema. Adequate protein intake is 
a most important factor in improvement of 
liver cell damage and regeneration. A strict 
low sodium diet is not appetizing, and patients 
in the stage of active liver cell necrosis will 
not take it. This sacrifices protein for low 
sodium. Mercurial diuresis and frequent para- 
centeses deplete the sodium, potassium and 
fluid reserves with resultant loss of circulating 
blood volume. This alone may manifest it- 
self as stupor and weakness, thus adding to 
that caused by the hepatocellular damage. 


TREATMENT 


OUTLINE OF GENERAL MEASURES FOR TREATING 
HEPATIC COMA 


(1) Adequate nursing care. 


(2) Attention to free airway. (Aspirate oral pharynx, 
or trachea, or bronchoscopy. Have patient lie on 
abdomen with face down and feet elevated.) 


MEASURES GENERALLY IN USE FOR COMBATTING 
LIVER CELL DAMAGE 


(1) Thiamin chloride, niacin, and pyridoxin are 
administered because of their value in the enzyme 
systems related to carbohydrate metabolism and energy 
production; because of low stores of these and other 
vitamins. 

(2) Vitamin C is used to aid the adrenal gland in 
recovery. 

(3) Tube feeding is employed with a small naso 
gastric tube using a formula of 150 grams protein and 
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150 grams carbohydrate in 2 liters of liquid as soon as 
possible (if active bleeding is absent). 

(4) One thousand cc. of 10 per cent glucose in water 
is administered three times daily with 1 gram of 
potassium chloride and water-soluble vitamins added 
(potassium serum levels and electrocardiograph control 
are necessary). 


(5) Intravenous proteins are of doubtful value as 
they are largely excreted in the urine in the face of 
such profound liver. cell disease. 

(6) Electrolytes and glucose solutions are given as 
indicated each day. 

(7) Transfusions of 500 cc. a day are advisable to 
keep erythrocyte count and hemoglobin normal and 
to replace protein (if there is no active bleeding and 
the patient is not significantly anemic). 


NEWER MEASURES WHICH SEEM TO BE OF DISTINCT AID.. 


Replacement of Potassium—The serum potassium 
levels are usually low, 1.5 to 3.7 mEq. per liter, because 
as the coma develops the following events occur: 


(a) The patient loses his appetite and decreases his 
oral intake of food (including potassium). 

(b) He vomits. (Gastric juice averages 5 to 7 mEq. 
of potassium per liter.) 

(c) The nitrogen balance becomes negative? with 
loss of 2.3 mEq. potassium per 1 gram nitrogen via the 
kidney. 

(d) The glycogen reserves are mobilized and potas- 
sium is lost from liver cells to the serum with excretion 
by the kidney. 

(e) Diarrhea is very often present with an added 
loss of potassium in the stools. 


(f{) Treatment procedure of giving glucose intra- 
venously requires potassium to reform glycogen and 
thus further deplete the serum levels. Glucose also 
causes movement of potassium into the cell, thus fur- 
ther depleting the serum level. 


(g) These patients usually have hemoconcentration 
with low total base. With fluid administration, the 
serum is diluted, with further reduced potassium levels. 

Evidence is accumulating that potassium de- 
ficiency, regardless of mode of origin, can 
produce skeletal and cardiac muscle necrosis 
and altered muscular function.1° This results 
in such clinical manifestations as skeletal mus- 
cular weakness, constipation, bladder atony, 
prolonged P-R (vagal effect on potassium- 
depleted heart), as well as the more character- 
istic changes in the electrocardiograph.“ 
Failure respirations due to failure of skeletal 
muscles may occur. Cardiac enlargement, ar- 
thythmia, and failure may result. Conse- 
quently, for these reasons alone, management 
of hypopotassemia in the critically ill from any 
cause is important. There is also evidence that 
potassium is of fundamental importance in 
cell metabolism of muscle and in glycogen 
formation from glucose. Reformation of gly- 
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cogen in the liver is essential to recovery. 

Particular attention to this has resulted in 
prompt recovery of eight out of ten cases of 
coma, one patient having recovered from 
coma twice.!?18 All but two of these cases 
appeared terminal. The two patients who 
died had marked and prolonged bleeding. 
Early restoration of normal fluid and electro- 
lyte levels seems to have prevented the hepato- 
renal syndrome in our series. 

Adrenal Cortex.—In 1950, we began to use 
lipo-adrenal,® 5 cc. every six hours, as a gen- 
eral supportive measure without considering 
its specific effect on carbohydrate, salt and 
water metabolism. It seemed to aid our efforts 
to secure recovery from coma along with the 
above measures. Cayer?® used lipo-adrenal® 
as outlined by Webster! in two patients, both 
of whom died. 


Webster!* used adrenal cortical extract in 
nine patients with chronic liver disease not in 
coma, who were steadily going downhill on 
what is considered adequate therapy. After 
the addition of adrenal cortical extract, the 
improvement in liver function was remarkable. 
He explained this improvement as follows: 

“The remaining liver cells have been directly stimu- 
lated to regenerate and repair damaged tissue; that the 
carbohydrate-protein metabolism has been favorably 
altered in some fashion so as to increase cell energy, 
perhaps by storage of glycogen or availability of cir- 
culating glucose, and that certain adaptive phenomena 
have been evoked to protect the organism.” 

Perhaps it may be simpler to say that the 
adrenal gland is exhausted at times and ad- 
renal cortical extract acts as replacement ther- 
apy until the adrenal gland can take over its 
normal functions. Vitamin C helps in adrenal 
recovery. 

Sodium-Poor Human Albumin.—Post, et 
alii, using 100 to 200 cc. or 25 per cent 
sodium-poor human albumin daily, obtained 
the recovery of nine of 16 patients in coma 
or semi-coma, and considered this a useful 
adjunct to treatment. 


Aureomycin.—Farquhar’® reported rapid 
recovery from coma in four cases after intra- 
muscular aureomycin. Shaffer!’ reported im- 
provement after using the same drug in seven 
of 13 cases of either cirrhosis secondary to viral 
hepatitis or due to unknown causes. Shaffer1® 
used aureomycin in 43 cases of viral hepatitis 
and found no marked difference from the con- 
trols but concluded that perhaps the thymol 
turbidity and cephalin flocculation returned 
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to normal slightly sooner on the average than 
in the controls. Goldbloom?® treated 14 pa- 
tients with severe liver disease, two fulmi- 
nating hepatitis and 12 chronic cirrhosis. 
Seven of the chronic cases and one of the acute 
showed definite improvement, two chronic 
cases remained the same, and four died. Two 
of the initially improved cases relapsed and 
died within ten days to two and one-half 
months. The clinical evidence for the value 
of aureomycin is not convincing and needs 
further study. 

However, therapy has logic for two reasons: 
one, that the liver appears to take out about 
90 per cent of the bacteria from the blood 
stream.?° One might theorize that the bacteria 
so removed would be an added insult to the 
already damaged liver cell. Gyérgy?! has 
shown that rats placed on a hepatic necrogenic 
yeast diet plus 0.1 mg. aureomycin per kg. 
had a much greater survival time than the con- 
trols. Thus, aureomycin, by decreasing the in- 
testinal flora, could prevent (1) unknown bac- 
terial toxin from further damaging the liver, 
(2) unknown organisms from getting into the 
damaged liver cells, or (3) by killing the bac- 
teria that are taken by the liver and prevent- 
ing further damage by them. There is some 
unconvincing evidence that aureomycin is a 
“double-edged sword.” 


The effect of the sterilization of the gastro- 
intestinal tract by aureomycin and its destruc- 
tion of the bacteria which have to do with 
the synthesis of vitamin K, has not been thor- 
oughly studied in severe liver disease. It is 
possible that this natural vitamin K synthesis 
may prevent a fatal hemorrhage. , 


Lepper®? gave very large doses of aureo- 
mycin, 1.5 to 9 mg. per kg. to 103 patients. 
Fourteen of these received both the intra- 
venous and the oral dose, and of these 14 
showed evidence of liver dysfunction. Two 
showed progressive damage by laboratory test. 
Changes noted were fatty infiltration and liver 
cell necrosis. However, 2 grams per day in 
1,300 patients caused no damage. 


Exsanguinotransfusions.—Snapper,?* on the 
idea that hepatorenal syndrome is lower neph- 
ron nephrosis in liver failure, used exsanguin- 
otransfusions. He removed 14 pints of blood 
and replaced it with 15 in one case; ten pints 
were exchanged in the other case. Both pa- 
tients recovered from this episode. 


Vitamin E.—Latner,?* a British authority, 
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has emphasized the value of adding vitamin E 
to the regimen. Also, he has given consid- 
eration to the total electrolyte picture includ. 
ing potassium and plasma. He was successful 
in securing four recoveries out of five cases 
of acute hepatic necrosis with aminoaciduria. 
Vitamin E was used experimentally by 
Gyérgy” in his rats who were fed a necrogenic 
diet. The liver necrosis was prevented if vi- 
tamin E was given. However, the tocopherol 
level in patients with chronic liver disease is 
only slightly below normal and equal to that 
of persons with chronic disease that is not 
hepatic.” 

ACTH and Cortone.®—Bongiovanni, et 
alii,2? studied seven patients with liver disease 
treated with ACTH on a dose schedule of 100 
mg. for six to 12 days. He reported that 
“some patients seemed to be improved.” 
This was in a group of unknown etiology. 
In three patients abdominal pain, ascites or 
bloody ascites appeared and treatment was 
stopped. Complications in cirrhosis were se- 
vere and constituted a major limitation in 
this study. These were edema and salt and 
water retention. A patient had his first epi- 
sode of ascites. Another had a portal vein 
thrombosis of recent origin. A third patient 
with pain was given heparin and the pain 
disappeared. A fourth patient had a fatal 
initial esophageal hemorrhage. They do not 
recommend ACTH. 


DISCUSSION 


At this stage in our knowledge of liver cell 
disease one cannot be dogmatic and present 
a definite protocol for the control of every 
case of liver coma. Each case must be han- 
dled individually and by close observation 
one can apply several of the ideas presented 
above. Care must be taken not to use adrenal 
cortex, potassium or sodium beyond the de- 
sired point. 

Last but not least is the philosophy that by 
employing these measures the doctor has tools 
to give him courage to manage what has for 
years been a hopeless task. The mere fact that 
physicians who have a tool to test will give 
greater attention to these unfortunate i- 
dividuals is of great importance in the prog- 
nosis of liver cell coma. 


The encouraging results of porto-caval an- 
astomosis make it doubly worthwhile to carry 
these patients through coma. 
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The following case illustrates what can be 
done in what appeared to be a hopeless case 
of hepatocellular disease. 


W. W. G., a 40-year-old white man cook entered this 
hospital on December 5, 1950, in a semi-comatose state. 
Until three months before admission, he had con- 
sumed large quantities of hard liquor. He had been 
vomiting and having a diarrhea for a week. Ab- 
dominal pain, hemorrhage, enlarged liver and spleen, 
and abdominal tenderness were present. Diagnoses 
were (1) chronic cirrhosis with acute liver cell damage, 
(2) acute pancreatitis, and (3) remote esophageal 
hemorrhage. 

These diagnoses were given credence by the follow- 
ing laboratory data: serum bilirubin 9.1 mg. per cent; 
thymol turbidity 14; total protein 7.2, with 2.8 grams 
albumin and 4.4 grams globulin; alkaline phosphatase 
6.5 Bodansky units. Serum amylase rose from 63 to 
130 units (normal upper limits is 40); red blood cells 
were 2.85 hemoglobin 10 grams, and hematocrit 27 
per cent. 

The patient became worse after admission, becoming 
first catatonic and later comatose. After receiving 
plasma, whole blood, vitamin K, adrenal cortex, glu- 
cose, vitamins, sodium, potassium, and water, he re- 
covered from coma and improved markedly in his 
liver reserve. While on a diet of protein 150, carbo- 
hydrate 250, fat 100, choline and methionine, and 
while still in the hospital, on March 16, 1951, he began 
to suffer from anorexia, nausea, vomiting, increasing 
jaundice, increasing depression; then confusion, de- 
lirium and coma by March 20, 1951. Table 1 shows 
what was done for him, and by April 1, 1951, he was 
rational and cooperative, and he is now ready to under- 
take half-day work. Liver biopsy on two occasions 
verified the diagnosis of Laennec’s cirrhosis. Table 2 
shows the laboratory data. This second episode of 
hepatitis, we believe, was homologous serum jaundice 
on top of his chronic cirrhosis of unknown etiology. 


Our experience with this patient in his first 
coma, as well as our experience with others, 
indicates that for the best results electrolytes 
should be kept normal and not allowed to 
drop. This also showed us that low potassium 
was not the primary cause of coma due to liver 
disease. 


SUMMARY 


(1) It has been emphasized that some causes 
of liver coma are preventable by proper man- 
agement of the acute or chronic hepatocellular 
disease; by prompt and adequate remedial 
management of the esophageal hemorrhage in 
portal hypertension; by the proper use of 
sedation. 

(2) In addition to the usual methods em- 
ployed in the treatment of liver disease, care- 
ful attention to the total fluids and electro- 
lytes, including potassium, reduces mortality. 


August 


(3) Lipo-adrenals,® ACTH and cortone® 
combined, may be adjuncts. 

(4) Exsanguinotransfusions may be of value 
when lower nephron nephrosis is present. 


(5) Aureomycin may be of distinct value 
for the few days the patient is in coma. More 
experience with the drug is needed. 


(6) The definite status of vitamin E in the 
therapy of human liver disease has not been 
established. 
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DISCUSSION (Abstract) 


Dr. Moise D. Levy, Sr., Houston, Tex.—Until more 
definite and concrete evidence of the conditions re- 
sponsible for liver necrosis are forthcoming, methods 
of treatment and prevention must depend upon what 
we do know of this interesting and serious metabolic 
disturbance. 

In the use of aureomycin or terramycin in severe 
liver diseases, one should remember that while mod- 
erate doses have proven beneficial in a few recorded 
cases, experimental evidence has been presented show- 
ing fatty changes and other liver cell damage when 
large doses of either drug are used orally or paren- 
terally or combined. 


The similarity of the vascular changes occurring in 
liver necrosis and nephrosis as shown by Waters in 
studies of chloroform poisoning suggests the utilization 
of Grollman’s method of intermittent peritoneal lavage 
in nephrectomized dogs. He has shown this procedure 
to be of value in a few human cases, enabling the 
body mechanisms to tide over the initial insults until 
Teparative processes could manifest themselves, with 
recovery of the individual. A more careful study of 
this method and its application in liver coma cases 
may be of some value. 


It is to be hoped that the production of lipo-adrenal 
extract® and salt-poor human albumin may soon be 
economically practical, since both substances have 
proved their value in hepatic coma cases, but at the 
present time their cost is prohibitive for therapeutic 
use, 


A report in the September Annals of Internal Med- 
icine by Holmes and Percefull, shows there was no 
effect on the liver, either harmful or beneficial, in 
twenty-five varied cases treated by cortisone. Included 
were two cases of chronic liver damage. 

The application of the principles of electrolyte man- 
agement and careful appraisal of each individual 
patient as described by Dr. Wise, will enable the 
careful clinician to attain good results. 


Dr. Ben Friedman, McKinney, Tex.—I agree with 
the observations of Dr. Wise that hepatic coma does 
not necessarily imply fatal outcome. The condition 


is often reversible. This must be a reflection on the 
fact that viable liver cells are present, and that they 
have a remarkable capacity to recover and regenerate. 
Very little is known concerning the mechanism of the 
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comatose state in liver failure. Hypoglycemia plays 
a partial role but is not the complete answer as is 
evident in studies on hepatectomized animals. When 
the major portion of the liver is removed, the animal 
becomes weak, lethargic and may show evidence of 
neuromuscular hyperexcitability. This condition can 
be rapidly reversed by giving glucose, but soon a 
second stage supervenes in which glucose exerts very 
little or no effect. At this time the animal fails to re- 
spond to outside stimuli and goes into a deep coma. 
This state in the hepatectomized animal probably cor- 
responds to irreversible coma in human liver failure 
and is probably due to interference in the basic 
metabolic functions in the cerebral tissue. 


Almost every procedure which has been advocated 
for use in the patient with decompensated liver dis- 
ease carries with it some hazard. Under certain cir- 
cumstances more harm than good is done, for ex- 
ample, increasing the protein in the diet to very high 
levels may result in an actual decline in total caloric 
intake because of the high satiety value of protein 
food. Very low sodium diets are usually very unpala- 
table, and their prolonged use will often entail a 
sacrifice in calories. The ion exchange resins may 
permit of a good appetizing diet, but here again the 
bulk material that has to be taken is unpalatable, and 
one may get into salt balance defects. Sodium de- 
pletion as well as protein depletion results from 
frequent paracentesis. 


Dr. Wise and Dr. Levy have commented on the 
dangers of using aureomycin parenterally. Even niacin 
and glucose have under certain experimental con- 
ditions been noted to produce fatty liver. The 
amount of glucose required to damage the liver in 
experimental animals is on the order of several grams 
per kilogram per hour, a dose range far beyond that 
likely to be used clinically. We have had considerable 
success with the use of continuous intravenous drip 
of 10 per cent glucose in which a small amount of 
corticotropin (20 mg. per day) is included. I con- 
cur in the two important points that Dr. Wise has 
emphasized: first, that therapy must be individualized; 
and second, that whatever is used must be employed 
with moderation. 


SPECIAL CONSIDERATIONS IN THE 
DIAGNOSIS AND MANAGEMENT 
OF GENITOURINARY 
TUBERCULOSIS* 


By L. Gerzorr, M.D. 
New Orleans, Louisiana 


During the past twenty years there have 
accumulated many contributions of labora- 
tory and clinical significance relevant to the 


*Read in Section on Urology, Southern Medical Association, 
_— Annual Meeting, Dallas, Texas, November 5-8, 

*From the Departments of Urology, Louisiana State Univer- 
sity School of Medicine, Charity Hospital of Louisiana, and 
Touro Infirmary, New Orleans, Louisiana. 
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subject of genitourinary tuberculosis. The 
purpose of this paper is to glean from this 
maze of details some of the significant items 
which are essential to the management of this 
perplexing complication. This is not intended 
to be a treatise of familiar basic knowledge 
of this condition. 


Without attempting to oversimplify a prob- 
lem, which is neither completely understood 
nor consistently treated satisfactorily, these 
findings are presented for appraisal. 

A fundamental premise in any considera- 
tion of genitourinary tuberculosis is the reali- 
zation that this entity is hematogenous from 
its inception and therefore represents a single 
organ system manifestation of a generalized 
disease. For example, the initial link in the 
chain of events leading to renal tuberculosis 
is almost always extra-renal (that is, the pul- 
monary and gastrointestinal systems). It is 
interesting that these foci are frequently 
healed long before their metastatic involve- 
ment becomes evident. 


DIAGNOSTIC CRITERIA 


(A) Bacteriology—Abacterial pyuria should 
excite suspicion of genitourinary tuberculosis. 
The scope of this alertness can be broadened 
to include any urological infection which is 
not eradicated with reasonable therapy. In 
the tuberculous patient, pyogenic urinary in- 
fection cannot be regarded at the face value 
of routine cultures and Gram-stained smears. 
The demonstrable pyogenic bacteria may be 
secondary factors capable of diverting atten- 
tion away from the more elusive acid-fast 
organisms. 


Unmistakable bacteriologic proof of the 
presence of tubercle bacilluria is essential to 
the valid assumption of the existence of uri- 
nary tuberculosis. Special cultures and guinea 
pig inoculations of the suspected urine speci- 
mens are standard and reliable diagnostic 
procedures available for this purpose. Diffi- 
culty is sometimes caused by secondary pyo- 
genic invaders in the form of overgrowth of 
the cultures and causing premature death of 
the animals. It becomes advisable at times 
to prescribe a sulfonamide, penicillin, chloro- 
mycetin or terramycin for about 7 days prior 
to obtaining urine specimens for these lab- 
oratory studies. 


(B) Urography.—Pyelographic studies can 
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provide evidence of the existence of urinary 
tuberculosis. For the past several years I have 
obtained intravenous pyelograms prior to 
retrograde studies as a preliminary step in the 
work-up of individuals suspected of tuber. 
culosis of the urinary tract. Despite the iodine 
content of the various contrast media which 
are commonly employed in intravenous urog- 
raphy, there is no reasonable contraindication 
to this technic. 

“Experience gained in a large clinic after observa- 
tion of some 25,000 patients who received various 
organic iodine solutions commonly employed for excre- 
tory urology, failed to reveal untoward reactions in 
patients suffering from any of the lesions enumerated. 
The group included cases of tuberculosis in almost 
every form, exophthalmic goiter and renal insuffi- 
ciency. Although temporary local or systemic reactions 
occur, so-called iodine reactions have not been ob- 
served. The iodine in these mediums is stable and is 
usually excreted without much absorption. It is ques- 
tionable whether the temporary presence of such iodine 
which might be absorbed from the blood could have 
a deleterious effect on the tissues, even in the presence 
of an active lesion such as tuberculosis.”1 

During the past few years, I?3 have had 
encouraging results with the routine use of 
the antihistamines for attempted prophylaxis 
against various systemic reactions encountered 
with the contrast media used in intravenous 
pyelography. 

Olsson* has employed the same basic idea 
by administering the antihistamine paren- 
terally. He says that some of the patients, who 
were being followed by successive intravenous 
pyelograms for renal tuberculosis, and so on, 
had had considerable trouble after the injec- 
tion of ordinary contrast medium. These in- 
dividuals felt no discomfort at all after the 
intravenous injection of 35 per cent diodrast® 
mixed with 20 mg. of benadryl.® 


TUBERCLE BACILLURIA 


In the routine management of extra- 
urological tuberculosis, a troublesome discov- 
ery is that of tubercle bacilli in the urine. 
For many years, the opinion had been main- 
tained®-§ that a tuberculous lesion must exist 
in the kidney before that organ could elimi- 
nate tubercle bacilli. Yegian® investigated the 
validity of this hypothesis by injecting human 
tubercle bacilli intravenously into guinea 
pigs. Tubercle bacilli were recovered from 
the urine as early as ten minutes after the 
injection. Pathologists agree that the cellular 
changes responsible for tubercle formation 
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are not likely to occur within ten minutes 
following the intravenous injection of tu- 
bercle bacilli. It was justifiably concluded 
that the normal kidney of the guinea pig, 
sensitized or not to human tubercle bacilli, 
is capable of excreting that organism. 


A few years later Yegian and Kurung’ 
reported the results of a similar experiment 
in healthy and sensitized rabbits. Tubercle 
bacilli did not appear in the urine in from 
ten to seventy-five minutes following the in- 
travenous injection of large numbers of tu- 
bercle bacilli. Furthermore, it was established 
that the tubercle bacillus is retained by the 
rabbit kidney with the occurrence of tubercle 
bacilluria only after tubercle formation has 
taken place. 


Which of these two resembles more closely 
the reaction of human kidneys? 

In the light of present knowledge, any 
bacteriuria is regarded as abnormal. Twenty- 
five years ago, Helmholz'!-'° clarified the 
issue by demonstrating that normal glomeru- 
lar membranes are impermeable to bacteria 
and that bacteria are capable of escaping into 
the urine via minute glomerular lesions which 
these organisms have created. Next consider 
the following findings: 


Woodruff et alii!4 found tubercles in only 
10 cases of the 24 pairs of kidneys (obtained 
at necropsy) with positive culture for tubercle 
bacilli. They indicate that only a small cor- 
relation existed between the occurrence of 
tubercles and the existence of positive tissue 
cultures for tubercle bacilli. 


Therefore, the following conclusions seem 
reasonable in interpreting the significance of 
tubercle bacilli in the urine: 

(1) Tubercle bacilli are present in the blood stream. 

(2) Tubercle bacilli have overcome sufficiently the 
cellular defenses in some of the glomerular capillaries, 
thereby permitting a break through of these organisms 
into the urine. 

(3) Tuberculous bacilluria, per se, does not neces- 
sarily imply the existence of tubercles in the kidney. 

Ordway and Medlar™ published their find- 
ings which covered a ten-year period of study 
of both tuberculous and nontuberculous pa- 
tients. Guinea pig inoculations of sediments 
from 24-hour urine specimens had been per- 
formed on 287 tuberculous patients. Twenty- 
two (8 per cent) tuberculous patients, re- 
vealed tuberculous bacilluria. Of this group, 
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17 had no clinical symptoms suggestive of 
renal tuberculosis. In this excellent study the 
following observations were made. 

(1) Tuberculous bacilluria, per se, does not indicate 
that progressive renal tuberculosis is inevitable. 


(2) Tubercle bacilli may be found repeatedly in the 
urine of some cases in which tuberculous infection is 
not otherwise demonstrable. 


(3) Tubercle bacilli are not invariably found in the 
urine even in cases of far advanced pulmonary tuber- 
culosis. 


BILATERAL RENAL TUBERCULOSIS 


When investigating the existence of renal 
tuberculosis, the possible presence of bilateral 
active infection becomes an important issue. 
Medlar'* and his co-workers have shown that 
tuberculous infection of the kidney, at least 
in its incipiency, is bilateral. 

Agreement is reasonably uniform on the 
incidence of bilateral tuberculous nephritis 
demonstrable by bacteriologic and _pyelo- 
graphic methods. An analysis of 252 cases by 
Greenberger and Greenberger'? revealed that 
82 per cent of their cases had bilateral in- 
volvement. Medlar and Sasano® reported 88 
per cent. This figure was almost exactly 
matched by a report of Sporer and Green- 
berger!’ who found 88.2 per cent bilateral 
renal tuberculosis in 1,000 cases at Sea View 
Hospital. 


The high rate of bilateral renal tuberculosis 
poses a special problem in the treatment of 
these people. Both experimental and clinical 
data do not substantiate the early notion that 
nephrectomy in bilateral tuberculous nephri- 
tis exerts a beneficial effect on the remaining 
affected kidney. The prognosis still depends 
on the functional status of the remaining 
kidney as well as the type and severity of in- 
fection existent in this organ and the general 
state of health of the patient. It is essential 
therefore to avoid confident prognostication 
until at least two years have elapsed follow- 
ing the nephrectomy. During this interim, 
silent tubercle foci in the remaining kidney 
may make their presence known clinically in 
spite of a well regulated postoperative regime 
including streptomycin and para-amino sali- 
cylic acid (PAS). 


TREATMENT BASED ON PATHOLOGY 


When planning the use of streptomycin 
and PAS in the treatment of tuberculosis of 
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the genitourinary tract, it is necessary to in- 
vestigate the type and degree of pathological 
involvement which has occurred. A complete 
urological and bacteriological survey is indis- 
pensable to the evaluation of the patient's 
status. It is equally important to have a 
mental picture of the abnormal cellular 
changes present in the individual patient as 
well as the anticipated response of this type 
of infected tissue activity to antibiotic and 
chemotherapy. We therefore review the course 
of events following the occurrence of small 
parenchymal tubercles. One of two types of 
progression of the tuberculous process occurs: 


(1) Breakdown of the tubercle and spread of the 
infection down the involved tubule to the papilla with 
the formation of a small ulcer and the occurrence of 
pyuria and tubercle bacilluria. These lesions respond 
well to antibiotics and chemotherapy. 

(2) With the breakdown of the tubercle, extensive 
local caseation and necrosis of the parenchyma occur 
with the appearance of cortical abscess cavitation en- 
cased by fibrotic and necrotic walls which resist the 
beneficial penetration of antibiotics and chemotherapy. 
This is a progressive process in which stricture forma- 
tion of tubular structures (calyces, ureter, vas deferens, 
and so on) predominates. The disease is therefore 
perpetuated by the destructive effects of caseous ne- 
crosis. Obstruction and the eventual death of the 
organ result from stricture formation and obliteration 
of the route of escape of the debris and physiological 
excretions, For this reason, cautious interpretation of 
the disappearance of tubercle bacilluria and pyuria 
is necessary in recognition of the fact that the ultimate 
obstruction of an infected kidney by a complete 
ureteral stricture will prevent the escape of these ab- 
normal elements into the bladder. 


Awareness of these facts becomes especially 
important in planning treatment for at least 
two reasons: 


(1) The lack of permeability of necrotic and fibrotic 
tissue to streptomycin and PAS limits the usefulness 
of these drugs. 


(2) It has been observed that such healing as these 
drugs make possible is in the form of extensive fibrosis 
without replacement of the normal histological pat- 
tern. Therefore, in the presence of extensive tuber- 
culous ureteritis, stricture formation and ultimate 
“autonephrectomy” is the direct result of the anti- 
biotics and chemotherapy. The disastrous effects of 
such treatment in the presence of extensive bilateral 
ureteral disease or in the patient with a single kidney 
with similar involvement is self-evident. 


TUBERCULOUS CYSTITIS 


These findings are equally applicable in 
tuberculous cystitis. Superficial tuberculous 
ulcerations respond promptly to streptomycin. 
However, no measurable improvement has 
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been noted after deep seated fibrotic contrac. 
tures have occurred. 


TUBERCULOUS PROSTATITIS AND EPIDIDYMITIS 


Tuberculous prostatitis and tuberculous 
epididymitis are refractory to streptomycin 
and PAS. The chief pathology in these in. 
volved structures consists of small caseous ne- 
crotic areas surrounded by a shell of fibrous 
tissue. However, as an adjunct therapy to the 
surgical excision of these organs, streptomycin 
has made possible admirable results, espe- 
cially in the prevention of fistula and drain- 
ing sinuses. Scardino, Kelley, and Scott! 
have been satisfied with the use of streptomy- 
cin in the preoperative preparation of pa- 
tients for Young's radical operation for eradi- 
cation of tuberculosis of the prostate, seminal 
vesicles, vasa, and epididymes. They noted 
little evidence of healing in these organs in 
their histopathological studies despite the 
preoperative administration of streptomycin. 
However, scrotal and perineal fistulas and 
draining sinuses did not occur. 


An over-all view of the status of current 
therapy for urogenital tuberculosis reveals a 
few sprigs of encouragement and many short- 
comings. Streptomycin and PAS have ar- 
rested some cases and “cured” a lesser num- 
ber. These drugs have certainly not replaced 
the indication for surgical excision of many 
tuberculous organs. Nevertheless, antibiotic 
and chemotherapy have accomplished a good 
deal toward lowering the incidence of miliary 
tuberculosis especially during surgery. Their 
value has been proven by their favorable 
effect during the postoperative course and 
healing period. Unquestionably, streptomycin 
and PAS have contributed much to bolstering 
the defense mechanism of the body against 
the residual infection remaining after surgery. 


The worth of utilizing the synergistic action 
of streptomycin with the esters of chaul- 
moogra oil, as proposed by Slotkin,?° still re- 
quires confirmation by other urologists. 


ASSOCIATED SKELETAL TUBERCULOSIS 


An important relationship exists between 
genitourinary tuberculosis and skeletal tuber- 
culosis. During an ll-year period at the 
Toronto Hospital for Tuberculosis, McClel- 
land and Davis?! studied 297 cases of bone 
and joint tuberculosis and discovered 66 cases 
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of tuberculosis in the genitourinary tract. 
They noted that in patients with a single 
skeletal tuberculous lesion, there is an 18 per 
cent chance that genitourinary tuberculosis 
will develop, while those with multiple lesions 
have a $2 per cent possibility. It was also re- 
ported that genitourinary tuberculosis, when 
complicating bone and joint tuberculcsis, ele- 
vates the mortality by nearly 50 per cent. 


GENITOURINARY TUBERCULOSIS IN CHILDREN 


There is a tendency to overlook the possi- 
bility of genitourinary tuberculosis in chil- 
dren with chronic urinary tract infections. In 
this connection, Campbell’s?? experience is 
impressive. 

“Although surgical urogenital tuberculosis is rela- 
tively uncommon in infants and children, approxi- 


mately 1 in every 60 cases of so-called chronic pyelitis 
is caseous renal tuberculosis.” 


An important consideration in the routine 
pediatric work-up is the fact that negative 
Mantoux and von Pirque’: skin tests are some- 
times obtained despite the existence of genito- 
urinary tuberculosis. Even routine chest x-ray 
studies are not infallible in suggesting the 
presence of tuberculosis. In common with 
similar observations in adults, genitourinary 
tuberculosis can exist in children although 
the primary lesion is not demonstrated either 
by routine x-ray studies of the chest and 
skeletal system or careful necropsy examina- 
tion. The necessity for a complete urologic 
work-up of a chronically ill infant or child is 
therefore self-evident. 


SUMMARY AND CONCLUSIONS 


Genitourinary tuberculosis is a blood-borne 
disease which frequently becomes clinically 
manifest long after the primary focus is no 
longer evident. The occurrence of tuberculous 
bacilluria may follow intrinsic pathological 
changes in a glomerulus; therefore its pres- 
ence does not positively imply the existence 
of typical tubercles. On the other hand, 
tubercle bacilluria may be absent despite the 
existence of extensive tuberculous nephritis. 

Intravenous pyelography may be employed 
with impunity despite the iodine content of 
the various contrast media. Preparation of 
the patients with antihistaminic drugs has 
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made possible reasonable prophylaxis against 
severe reactions to the intravenous drug. 

Tuberculous renal infections are bilateral 
at least in the incipient phases of the disease. 
Bilateral disease is clinically demonstrable in 
at least 80 per cent of the cases. The implica- 
tions of these facts are significant when plan- 
ning definitive surgical therapy. Firstly, the 
prognosis following nephrectomy for appar- 
ent unilateral tuberculous nephritis must be 
guarded because quiescent tubercles in the 
remaining kidney can eventually progress and 
be revealed clinically one or two years later. 
Secondly, it is falacious to view nephrectomy 
in bilateral tuberculous nephritis as exerting 
a beneficial effect on the surviving infected 
kidney. 

The use of streptomycin and PAS has af- 
forded promising results particularly early in 
the disease. In the advanced forms of genito- 
urinary tuberculosis, these drugs are limited 
in their usefulness because they lack the 
property of permeating caseous and fibrotic 
tissue barriers. Extensive fibrotic reactions 
frequently follow the use of these drugs which 
creates a problem of considerable magnitude. 
For example, in individuals with a solitary 
kidney which is infected with both tuber- 
culous nephritis and ureteritis, the possibility 
of drug therapy causing ureteral occlusion as 
a result of stricture formation cannot be en- 
tirely ignored. Streptomycin and PAS have 
been invaluable in the prevention and treat- 
ment of tuberculous fistula as well as in 
the prevention of postoperative complicating 
miliary tuberculosis. 

Genitourinary tuberculosis, when compli- 
cating bone and joint tuberculosis, elevates 
the mortality by nearly 50 per cent. 

The possibility of genitourinary tubercu- 
losis in children should not be overlooked 
when there is a history of chronic or recurrent 
urinary tract infection or fever and asthenia 
of unknown etiology. 
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DISCUSSION (Abstract) 


Dr. Kenneth M. Lynch, Jr., Charleston, S$. C.—Dr. 
Getzoff has expressed the opinion that streptomycin 
is of no value in the treatment of tuberculous pros- 
tatitis. I should like to cite a case which seems to be 
an exception to the rule. I saw this patient who was 
41 years of age while I was resident in urology at the 
Charlotte Memorial Hospital. He had severe dysuria 
and was urinating every 15 minutes day and night. 
Urological examination disclosed a normal right kid- 
ney, tuberculous pyelonephritis of the left kidney, 
tubercles of the left wing of the trigone, marked in- 
duration of the left side of the prostate, and a greatly 
enlarged left epididymis. He was given streptomycin 
for 5 days preoperatively and for 12 days following 
left nephrectomy and epididymo-orchiectomy. The 
urine became negative for tubercle bacilli, he became 
entirely asymptomatic, and the prostate became normal 
in consistency on rectal palpation. He has remained 
asymptomatic and continues to have negative urine 3 
years later. 


I should like to bring to your attention a paper 
published in the April issue of the American Journal 
of Pharmacy. It was demonstrated, both in vitro and 
in vivo, that thephorin tartrate is more effective than 
PAS in enhancing the effect of streptomycin on Sal- 
monella typhimurium. It is to be hoped that similar 
studies will be repeated with the tubercle bacillus. 

I should like to ask Dr. Getzoff how long he recom- 
mends giving streptomycin and PAS following nephrec- 
tomy for unilateral renal tuberculosis. There seems to 
be no concensus of opinion, some urologists continuing 
the treatment for two weeks and some for as long as 
one year. 
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A COMPARATIVE CLINICAL STUDY 
OF NATURALLY DERIVED AND 
SYNTHETIC OXYTOCIC DRUGS 

OF ERGOT ORIGIN* 


By Hucu G. Hamitton, M.D. 
Rosert S. Hicerns, M.D. 
and 
Wess S. Atsop, JRr., M.D. 
Kansas City, Missouri 


The usage of oxytocic agents in the third 
stage of labor has become so firmly established 
in obstetrical practice that any attendant 
question is largely a matter of decision as to 
the drug of choice and the timing of its ad- 
ministration. This situation has developed 
due to the modifications in the normal uterine 
physiology coincident with the widespread 
administration of analgesic agents, anesthetics 
and more widely practiced operative proce- 
dures including episiotomy with its requisite 
immediate repair to reduce blood loss. 

It is not our purpose to quarrel with these 
practices, as we feel that one of the basic 
requisites of sound medical practice is the 
relief of human distress, and no field is more 
fertile for relief of distress than that encoun- 
tered in the conduct of labor. Our goal 
should be the greatest relief of discomfort 
compatible with the safety of mother and 
child, and scientific attempts should be made 
to counteract any untoward results of our 
efforts toward mercy. Unfortunately, most 
practical attempts toward production of am- 
nesia and analgesia tend to increase the blood 
loss in the third stage of labor. 


The successful isolation of the fraction of 
crude ergot, which is called ergonovine, in 
1935 by several separate groups of scientists 
was a long step forward in achieving control 
of postpartum blood loss; and with develop 
ment of the technic of administering 0.2 mg. 
of it intravenously as the anterior shoulder was 
delivered, many of us were deeply gratified 
with our reduction in blood losses. However, 
there was a snake in this Eden, in the form 
of a vasomotor side effect of intravenously ad- 
ministered ergonovine. This effect was in 


*Read in Section on Obstetrics, Southern Medical Association, 
Posw- -Fifth Annual Meeting, Dallas, Texas, November 5-4, 


*The methergine® furnished through the courtesy of Sando: 
Pharmaceuticals, Inc., New York, N. *Y. 
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some cases a rapid, immediate, very dramatic 
rise in the systolic and/or diastolic blood 
pressure. We cite two illustrative cases. 


Case 1.—Mrs. E. C. M., gravida II, para I, white, age 
34, was subjected to elective, low flap, cesarean section 
at 39 weeks gestation, because of a previous cesarean 
section at our own hands for cephalopelvic dispropor- 
tion. The patient had gained 18 pounds during this 
pregnancy, and in neither pregnancy had shown any 
urinary or hematologic pathology nor did she have 
any elevation of blood pressure with either pregnancy. 
The operation was performed under spinal anesthesia 
of 10 mg. of pontocaine,® with premedication 1/150 
grain of atropine. Her blood pressure at the time of 
uterine incision was 118/72. As the child was with- 
drawn from the wound 0.2 mg. of ergonovine was 
given intravenously and within 30 seconds the patient 
was complaining bitterly of a throbbing, pounding 
headache. At the same time 1.0 cc. of pitocin was 
given into the uterine musculature. The blood pres- 
sure within one minute was found to be 178/100 and 
in two minutes reached 210/118. By then, the pre- 
viously calm, relaxed patient was moaning and sob- 
bing and complaining of blurring vision. She was 
given 0.25 grain of morphine intravenously and ad- 
ministered oxygen and in five minutes was given 
$ grains of pentobarbital intravenously. When re- 
turned to bed her blood pressure was 170/105. When 
she recovered in three hours, she was placed on oral 
ergonovine, one tablet three times per day. That eve- 
ning, eleven hours after surgery, after receiving her 
second oral dose of the ergot fraction she had two 
convulsions 10 minutes apart, each lasting about two 
minutes. Sedation with phenobarbital controlled her 
convulsions although we did not stop the ergonovine 
orally. Within seven days her blood pressure had be- 
come normal and is still normal. No urinary or blood 
chemical deviations from normal were found. 


Case 2.—This patient was subjected to a low flap, 
elective cesarean section at term seven days after the 
treatment of Case 1, for a marked mid-plane pelvic 
contracture. She was gravida I, para O, white, age 21, 
who had gained 21 pounds during her pregnancy and 
had had no urinary abnormality or elevation of blood 
pressure. The operation was performed under spinal 
anesthesia using 60 mg. of procaine. Her blood pres- 
sure as the uterine incision was made was 112/68. 
Again as the baby was withdrawn 0.2 mg. of ergono- 
vine was given intravenously and 1.0 cc. of pitocin 
was given into the uterine muscle. Within 30 seconds 
the patient was complaining bitterly of throbbing 
headache and the blood pressure within one minute 
had risen to 180/110. She was immediately given 
intravenously sufficient sodium pentothal to produce 
deep sleep and by the time she was returned to bed 
her blood pressure was 140/95. She was given 2 grains 
of pentobarbital intramuscularly every four hours for 
48 hours and received no further oxytocic drugs. Her 
blood pressure returned to normal within eight hours 
and has remained so ever since, including a subse- 
quent pregnancy and cesarean section. 


In reviewing these two cases we felt that the 
pitocin was at fault, but re-assay of this batch 
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by the producing pharmaceutical house 
showed nothing abnormal. Dr. Frank Lock 
informed us that he had observed similar 
phenomena following the intravenous usage 
of ergonovine. Accordingly, we continued to 
use ergonovine intravenously, but watched 
the immediate as well as the late effects on 
the blood pressure. In the course of these 
observations, we found that the severe vaso- 
motor effects following intravenously admin- 
istered ergonovine were most severe in pa- 
tients without premedication delivered under 
regional anesthesia, and that they were less 
severe with premedication. Patients delivered 
under general anesthesia had less severe reac- 
tion than the above, but the hypertensive 
effect occurred least often in those with ade- 
quate premedication and delivered under 
gas-oxygen-ether anesthesia. Even with this 
regime with the blood pressure taken one 
minute and ten minutes after administration 
of the ergonovine, if we use as a standard of 
hypertensive effect a rise of 20 mm. mercury 
of the systolic or diastolic blood pressure, 
there is a hypertensive response in 12 to 15 
per cent of patients. 


Swiss investigators in the interim had suc- 
ceeded in producing a partially synthetic 
fraction of ergot, which Stoll?? showed to 
have the same chemical formula as ergonovine 
except that it contained one more CH, group. 
When this partially synthetic drug (mether- 
gine®) was subjected by Kirchhof'’ 14 and his 
co-workers to searching pharmacological anal- 
ysis, it was found to react like ergonovine ex- 
cept that it had an epinephrine-like reaction 
in relaxing isolated strips of gut muscle. 
Gill" showed by studies with an intra-uterine 
bag in postpartum women that intravenous 
methergine® 0.2 mg. maintained a higher base 
line, had a larger amplitude of contraction 
and lasted longer than did the tracings made 
with 0.2 mg. of intravenous ergonovine. He 
also showed that methergine® is far less effec- 
tive if given intramuscularly than intrave- 
nously. There has been much clinical work re- 
ported on the usage of methergine.® Roberts,’ 
Williams,2 Cartwright, Bunch,® Baskin,” 
Gipstein,!* Pannullo,1* Brougher® and Priver™* 
all report enthusiastically upon the control of 
blood loss and the shortness of the third stage 
of labor when methergine® 0.2 mg. is given 
intravenously as the anterior shoulder is born. 
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Riordan'® and Baskin, Harvey and McEndof- 
fer! have also used it that way successfully 
but the latter group show a greater blood loss 
when it is given intravenously after the pla- 
centa is born. Conversely, Tollefson?’ strongly 
recommends that the methergine® be given 
after the placenta is born to avert incarcera- 
tion. Tritsch and Schneider?4?5 use the 
methergine® intravenously after the child but 
before the placenta. In 911 cases they ob- 
served placental incarceration in 0.86 per cent. 
The clinical studies of Brougher,*® Callam? 
and Farber® 1° report successful detailed tech- 
nics for the induction of labor with mether- 
gine® orally and intramuscularly adminis- 
tered. They all had a high percentage of 
success in their inductions and observed no 
untoward effects upon mother or child. 


Schade and Gernand” found little or no 
difference in the effectiveness of ergonovine 
and methergine® in the control of blood loss 
in the third stage of labor. However, in his 
excellent subsequent paper Schade?! makes 
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very significant findings on the comparison 
of the vasomotor effects of ergonovine and 
methergine® when given in dosage of 0.2 mg. 
intravenously as the anterior shoulder was 
delivered. His two series of cases are of com. 
parable size to ours. Sixty-six and five-tenths 
per cent of his methergine® cases and 74 per 
cent of his ergonovine cases were delivered 
under spinal anesthesia, the remainder being 
delivered under gas-oxygen anesthesia. He 
also used an advance of 20 mm. mercury in 
the systolic or diastolic blood pressure as the 
criterion of hypertensive vasomotor effect. In 
his patients who had had no elevation of 
blood pressure or toxic signs during preg- 
nancy and who had normal blood pressure 
upon admission, Schade found a hypertensive 
effect in 11.3 per cent of those receiving 
methergine® and the same effect was found 
in 31.6 per cent of those receiving ergonovine. 

In our series of cases, we used only patients 
who had had no previous toxemia, who had 
no elevation of blood pressure during preg- 


AGE AND PARITY 


Ergonovine Methergine® 
Primipara Multipara Total Primipara Multipara Total 
No. Age No. Age No. Age No. Age No. Age No. Age 
70 24.3 96 27.7 166 26.1 56 24 110 27.7 166 26.3 
TABLE 1 
BLOOD LOSS IN CC. 
Ergonovine Methergine® 

Primipara Multipara Total Primipara Multipara Total 

Seer eee) 110 109.7 120.4 107.7 112 
107 89.9 97.4 128 105 116 
- 215.8 199.9 207.1 248.4 212.7 228 


TABLE 2 


PATIENTS SHOWING ELEVATION OF 20 MM. MERCURY OR MORE OF SYSTOLIC OR DIASTOLIC BLOOD PRES. 
SURE 1-10 MINUTES AFTER INTRAVENOUS INJECTION OF 0.2 MG. OF DRUG AT TIME ANTERIOR SHOULDER 


DELIVERED 
Ergonovine Methergine® 
Primipara Multipara Total Primipara Multipara Total 
No. Per Cent No. Per Cent No. Per Cent No. Per Cent No. Per Cent No. Per Cent 
8 11.4 12 12.5 20 12 1 1.8 2 1.8 3 1.8 
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nancy and who had normal blood pressure 
upon admission to the hospital. All patients 
received demerol® 100 mg. with scopolamine 
grain 1/150 when three to four cm. dilatation 
was achieved, followed by 6 grains of dial® 
given at the rate of grains 1.5 per minute 
intravenously 15 to 20 minutes after the ad- 
ministration of the demerol® and _ scopola- 
mine. All patients were delivered under gas- 
oxyen or gas-oxygen-ether anesthesia by the 
same anesthetist. 


There were 166 cases in both the mether- 
gine® and ergonovine series. There were 70 
primipara and 96 multipara who averaged 
26.1 years in age in the ergonovine series, and 
56 primipara and 110 multipara who averaged 


' 26.3 years in the methergine® series (Table 1). 


In arriving at the blood loss in the two series 
a pan was placed under the perineum imme- 
diately upon extraction of the child and kept 
there through the third stage until the repair 
was started. The blood in drapes was then 
estimated and is listed as the estimated loss. 
We admit to the inaccuracies inherent in this 
technic, but the same inaccuracies are in each 
series, so it is comparable and largely repre- 
sents the blood from the episiotomy. 

In the ergonovine series the primipara aver- 
age 216 cc. blood loss and the multipara 200 
cc., giving an average blood loss of 207 cc. In 
the methergine® series the primipara aver- 
aged 248 cc. as against 212 cc. for the multip- 
ara with an average loss of 228 cc. Inasmuch 
as there is no greater difference under such 
a method, we feel that there is no significant 
difference in the effect of the two drugs 
(Table 2). 

In the blood pressure elevations observed 
in the ergonovine series 8 or 11.4 per cent of 
primipara showed a rise and 12 or 12.5 per 
cent of multipara showed a rise. Thus 20 or 
12 per cent of all the ergonovine cases showed 
a significant rise in blood pressure. In the 
methergine® series 1 or 1.8 per cent of the 
primipara showed a rise in blood pressure 
while 2 or 1.8 per cent of multipara showed 
a rise in blood pressure. Thus we find the 
significant difference between the 12 per cent 
of ergonovine patients showing the rise in 
blood pressure and only 1.8 per cent of the 
methergine® series doing so (Table 3). 

Earlier in the paper we observed more 
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severe and more numerous rises in blood 
pressure occurring under regional or spinal 
anesthesia than under premedication and gen- 
eral anesthesia. It is our feeling that this 
explains why Schade finds in a comparable 
series 31.6 per cent rise in blood pressure with 
ergonovine as against our 12 per cent rise. 
Likewise we feel that it explains the differ- 
ence between his 11.3 per cent rise with 
methergine® and our 1.8 per cent rise in 
blood pressure. 


While this work shows no essential differ- 
ence between methergine® and ergonovine in 
the control of blood loss in the third stage of 
labor, we feel that it does show a marked 
reduction in the vasomotor effect of mether~ 
gine® as compared to ergonovine. 


CONCLUSIONS 


(1) Methergine® and ergonovine are both 
effective agents in the control of bleeding in 
the third stage of labor. 


(2) Ergonovine has much more pronounced 
effects of vasomotor stimulation with resultant 
elevations of blood pressure than does mether- 
gine.® 

(3) The elevations of blood pressure result- 
ing from the usage of ergonovine and mether- 
gine® in the third stage of labor can be 
effectively reduced by judicious use of pre- 
medication and general anesthesia. 
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DISCUSSION (Abstract) 


Dr. Edwin C. Jungck, Little Rock, Ark—The prob- 
lem of a hypertensive response to ergot and its de- 
rivatives is rapidly becoming of paramount interest. 
Is there any relation between this response and some 
of the acute postpartum headaches, cerebrovascular 
accidents, convulsions, pituitary necrosis, and so on? 
The cases cited in the paper just presented indicate 
that this is a strong possibility. Therefore, should 
these drugs be contraindicated in an individual with 
underlying hypertension, toxemic or otherwise? 


In general, the studies up to the present time of 
a hypertensive response to ergot compounds have 
assumed the responses found to be due to the imme- 
diately administered compounds. In many instances, 
pitocin has been given during delivery; where spinal 
is used, ephedrine, epinephrine or neosynephrine® is 
usually added to the spinal anesthetic mixture. With 
these other possible sources of the hypertension also 
present, it is difficult to attribute the vasopressor re- 
sponses noted to the ergot preparations entirely. 


We became interested in this same problem and 
attacked it in a slightly different manner. We used 
only normal peurperal women who had experienced 
a normal, multiparous delivery, in most instances with- 
out an episiotomy. These patients were usually de- 
livered under saddle block with pontocaine,® to which 
no vasopressor substance was added. They received no 
premedication. Following delivery, contraction of the 
uterus was facilitated by uterine massage. No medica- 
tion was given following the spinal anesthetic until 
the test drug was administered. Blood pressure deter- 
minations were made at five-minute intervals through- 
out the study period of one hour following delivery. 
If the blood pressure had stabilized thirty minutes 
after delivery, 1 cc. of ergonovine or methergine® 
was given intravenously and the blood pressure was 
followed for the next thirty minutes at frequent in- 
tervals. 


With ergonovine, of 139 cases to date, 22 or 15.8 per 
cent showed a vasopressor response of 20 mm. systolic 
and/or diastolic blood pressure. With methergine,® 
of 37 cases, 3 or 8.1 per cent showed a vasopressor 
response of the same magnitude. So, after removing 
the other possible sources of error outlined above due 
to known vasopressor agents, we found a comparable 
number of vasopressor responses to those found in the 
paper under discussion. The number of cases in our 
series is as yet too small to merit any conclusions as 
to the relative vasopressor activity of the two com- 
pounds. 

Since pitocin is frequently employed in the third 
stage of labor in patients being studied for their 
hypertensive response to ergot derivatives, it seemed 
profitable to administer 0.5 cc. pitocin intravenously 
to a small series of patients in a similar manner to 
the method used for ergonovine and methergine.® 
We found of 36 cases to date, 7 blood pressure rises 
greater than the above established levels, an incidence 
-of 19.5 per cent. Of the positive cases, 3 had nausea 
and vomiting coincident with the pressure rise, and 
-one developed a pronounced cardiac arrhythmia. 

Are these blood pressure rises of a significam 
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amount? The greatest blood pressure rise noted to 
date was 55 mm. systolic higher 5 minutes after the 
injection of ergonovine than it had been for the 15- 
minute control period before injection. 


One control remains to be run, in our series as well 
as in that of Dr. Hamilton. A similar group of in- 
dividuals should be given a comparable dose of normal 
saline. The paper presented notes the vasopressor re- 
sponses decreasing as sedation shades into general 
anesthesia. Might this not represent at least in part, 
serial blood pressure recordings of a series of patients 
with labile blood pressures, the apprehension attendant 
with intravenous medication and the unusual atten- 
tion from the physician causing autonomic responses 
of this magnitude? 


That these ergot compounds decrease the blood loss 
is generally accepted. As Dr. Hamilton has pointed 
out, his method of estimation is very crude. Suffice 
it to say that there was no obvious difference in the 
blood loss using the two compounds under considera- 
tion. 

There can be no doubt that in a significant number 
of instances, derivatives of ergot cause an increase in 
the blood pressure. Since these vasopressor responses 
are diminished by premedication, the importance of 
sedation in toxemic patients who are to receive one 
of these compounds is increased. Even with adequate 
sedation, however, a certain number of toxemic pa- 
tients will experience significant vasopressor responses 
and the ergot compounds should be administered with 
caution. 


Dr. Hamilton (closing)—There are two things to 
be remembered in cases of this type: first, we are to 
check the blood pressure not only in the delivery room 
but also on the floor, and stop the administration of 
oxytocic drugs for the next forty-eight hours. Second, 
administer intramuscularly pentobarbital or other suf- 
ficient sedation. 


CORTISONE IN Rh INCOMPATI- 
BILITIES* 


By Oscar B. Hunter, Jr., M.D. 
and 


Joun B. Ross, M.D. 
Washington, D. C. 


On theoretical grounds erythroblastosis fe- 
talis should be susceptible to treatment by 
cortisone or ACTH. The disease involves a 
host’s response to the introduction of a for- 
eign antigen by the production of an anti- 


*Read in Section on Obstetrics, Southern Medical Associa- 
Annual Meeting, Dallas, Texas, November 
-8, 51. 

*From the Blood Grouping Laboratory, Washington, D.C. 

*This study was supported by grants from the Washington 
Blood Laboratory and Doctors Hospital Research Foundation. 

*The cortisone was kindly supplied by Dr. Elmer Alpert, 
Merck and Company, Rahway, New Jersey. 
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body. If these drugs are capable of suppress- 
ing the tissue cells reaction to antigens, as 
indeed they are, then they should do so here. 


Pathologically erythroblastosis results from 
the production of a maternal antibody against 
dissimilar fetal red cells and subsequently 
from the hemolysis of the fetal cells by the 
antibody. This antibody may have been 
stimulated by transfusion of blood or as the 
result of previous pregnancy. The mechanism 
is probably identical in either instance except 
that during pregnancy the antibody is initially 
stimulated as a result of introduction of fetal 
blood into the maternal circulation. By far 
the most common way that this happens de 
novo is at the time of delivery when the 
placenta separates from the uterus. Steiner 
and Lushbaugh! have demonstrated that even 
amniotic fluid may be introduced into the 
maternal sinuses at this time. Wiener? be- 
lieves that this is the chief way sensitization 
occurs. To further the point it is a fact that 
sensitization is extremely rare before the first 
child is born and probably most women in 
whom antibodies are seen during the first 
pregnancy have been sensitized by intramus- 
cular blood given during infancy. A large 
number of our cases having antibody during 
the first pregnancy were sensitized by injec- 
tion of their mother’s blood used to overcome 
an infection. This information was frequently 
obtained only after persistent questioning. 

Heights of antibody titers and the irregu- 
larity of response are the two unpredictables. 
Pregnancy greatly changes these relations. 
During pregnancy and the early postpartum 
period there exists an adrenal overactivity 
which protects against antigens. These facts 
have been illustrated by the work of Hench‘ 
in arthritis and more recently by work with 
ketosteroid levels and eosinophil counts by 
Jailer.5 

The newborn child is himself well supplied 
with adrenal tissue which persists for a few 
hours to three weeks postpartum. After this 
time involution takes place, reducing the size 
of the adrenals from an average combined 
weight of twenty grams to two grams.® Bill- 
man and Engle’ showed the fetal adrenals to 
be active in preserving the life of the adrenal- 
€ctomized bitch until delivery when she dies 
from adrenal insufficiency. 
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The mother normally has a relative adrenal 
insufficiency postpartum which is usually ac- 
companied by an eosinophil rise.§ At this 
very time fetal blood may escape into the 
maternal circulation by the forces of uterine 
contraction. Proof of this is largely based on 
the high incidence of postpartum sensitiza- 
tion. Satisfactory proof, however, could be 
demonstrated only by maintaining a cortisone 
level postpartum and preventing sensitization 
in a significantly large group. 

Approaching the problem from the view- 
point of treatment of erythroblastosis we have 
attempted treatment of the newborn but have 
prosecuted therapy of the fetus in utero more 
strongly. Observations by Gardner® and the 
authors!® have shown an interruption of he- 
molysis in cases of hemolytic anemia associated 
with a positive Coombs test. The illustrative 
case demonstrated adequate suspension of 
hemolysis with an ACTH dosage of 80 mg. 
intramuscularly daily. Antibody levels persist 
in the blood serum and on the cells but the 
reticulocyte count falls and the hematocrit 
rises within forty-eight hours. If the drug is 
not continued, a fall in the hematocrit will 
result in one to two weeks. On this basis it 
was felt that antibodies of the Rh type should 
be susceptible to this therapy both in utero 
and postpartum. 


MATERIAL AND METHODS 


Prophylaxis.—Seventy-two cases of Rh nega- 
tive women without antibody were given 100 
mg. of cortisone intramuscularly on admission 
to the hospital for delivery. They were given 
100 mg. daily until delivery and 75 mg. daily 
for seven days thereafter. At four weeks post- 
partum, a recheck of the serum for antibodies 
was made. The serum was tested in all in- 
stances before and after delivery by saline, 
albumin, indirect Coombs and trypsin tech- 
nics against two different Rh positive cells 
and an Rh negative control. An untreated 
control group was observed as well as 512 
cases previously studied. 


Therapy in Utero.—Initially only sensitized 
Rh negative women with homozygous hus- 
bands were treated with cortisone, and this, 
only if they had a history of children with 
erythroblastosis. Later with more courage and 
experience all cases were treated when the 
mothers were sensitized. The dosage varied, 
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starting usually with 50 mg. daily for two 
weeks and then 100 mg. during the last two 
weeks before delivery. One case was treated 
for as long as two months on 50 mg. of corti- 
sone daily. A total of 12 cases were followed. 


RESULTS 


Prophylaxis——In order to have a control or 
base line group to compare, a survey of all 
Rh negative patients previously seen was 
gathered. In the group it was found that of 
4,006 Rh negative patients seen, 510 or 12.75 
per cent were sensitized to the Rh factor. 
Twenty-four cases had inadequate histories; 
102 were sensitized by transfusion, leaving 384 
or 79 per cent sensitized by either pregnancy 
or parturition. Table 2 lists a breakdown of 


Splenectomy 
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these cases according to the cause of sensitiza- 
tion and the pregnancy associated with initial 
sensitization. The time of sensitization was 


CASE HISTORY 1!1 


Mother, B Rh negative Father, B Rh,,’ hr’ positive 
Pregnancies 
(1) B Rhy’ Normal child 
(2) B Rh,’ Normal child 
(3) B Rh,’ Baby lived few minutes, hydrops fetalis 
Maternal titer 1:32 
Coombs 4 plus 
Baby’s titer 1:16 
(4) O Rh,’ Exchange transfusion third day for jaundice 
Coombs 3 plus Maternal titer 1:4096 
Titer 1:512 Cortisone 50 mg./day 
R.B.C. 5.02 100 mg. 2 weeks antepartum 


TABLE | 
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usually no problem to determine because of 
the presence of antibody after delivery when 
it had not been found previously. However, 
in some instances studies were not made at 
close enough time intervals to be conclusive 
and the time of sensitization was a matter of 
judgment. Nevertheless, it is believed that 
although these figures are not absolute, they 
are reasonably correct, to be used as a com- 
parative control group. Comparison of these 
figures to the column of cortisone treated 
patients indicates the difference to be signifi- 
cant. The very fact that not one patient be- 
came sensitized as a result of the pregnancy 
and delivery would seem to bear some weight 
as to the value of the therapy (Table 3). 


Other authors have expressed similar view- 


ANALYSIS OF ANTIBODIES OF 4006 Rh NEGATIVE 
WOM 


Cause of Sensitization 


Postpartum During Pregnancy Transfusions 
No. Per Cent No. PerCent No. PerCent 

(1) 166 4.0 10 2 

(2) 67 1.6 56 1.5 

(3) 28 5 19 4 

(4) 17 + 7 1 

(5) 9 2 7 Pe 

(6) 5 1 3 a 

(7-15) 5 1 5 1 

Total 297 6.9 107 2.5 102 25 


510 women sensitized, 12.73 per cent 
102 sensitized by transfusions, 20.9 per cent 
384 sensitized by pregnancy, 79.0 per cent 
24 sensitized by cause unknown, 0.1 per cent 


TABLE 2 


This table details the origin of 510 antibodies which were 
seen in pregnant women. 


PREVENTION OF SENSITIZATION 


Incidence of Cases Number of Number 
Sensitization Studied Sensitizations Sensitized 
Per Cent Expected 
(Potter) 
(1) 4.0 22 0.90 0 
(2) 9.0 31 2.8 0 
11 7 0.8 0 
(4) 16 6 1.0 0 
(5) 3 0 
(6-9) 1 0 
Totals 70 5.5 0 
3 


These figures show the number of cases studied and the 
computed incidence of sensitization that would be expected. 
No cases were found to be sensitized after delivery. 
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points (Potter!). The fact that all do not 
become sensitized is not evidence against such 
a theory since individual response varies 
widely. During World War II only 66 per 
cent of Rh negative recipients of Rh positive 
blood became sensitized.1? Professional donors 
also are not sensitized with uniform ease." 
Height of the antibody titer and the irregu- 
larity of sensitization are the two unpredict- 
ables, in any discussion of an antigen-antibody 
complex. The dose of the antigen, however, 
is one controllable factor but the one great 
variable would appear to be the degree of 
adrenal cortical activity. The application to 
the Rh factor rests in the amount of blood 
introduced into the maternal circulation and 
the degree of adrenal cortical activity of the 
mother. 


Therapy.—The results in sensitized women 
are summarized in Table 4. All of these 
women were strongly sensitized and the ex- 
pectation of a healthy baby was poor. The 
evidence here, however, tends to indicate that 
cortisone decreased hemolysis when given in 
adequate doses. The severely affected babies 
in this report resulted only in cases inade- 
quately treated. In each instance where the 
child died, therapy was carried on for less 
than two weeks with an average dose of 50 
mg. daily. Where therapy was adequate no 
children were lost and the infants were in 
satisfactory condition. Most had less than 
normal counts but clinically no jaundice was 
present and activity was that of normal chil- 
dren. 

Case 11 (Table 1) is an example of adequate 
therapy and the results that may be expected. 
The fact that the previous child was hydropic 
and the most recent pregnancy completely 
normal at birth supports the thesis that corti- 
sone is effective in preventing hemolysis. In 
our experience no mother with hydropic chil- 
dren has produced a normal appearing Rh 
positive child. 

The question of toxic effects was a concern 
and was the main reason for using small doses 
initially. It would appear that there was little 
need for concern. No cases have shown any 
toxic effects other than mild fluid retention. 
One case reported nausea, headaches and 
dizziness from cortisone, but postpartum these 
same symptoms were noted when off cortisone. 
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CORTISONE THERAPY OF ERYTHROBLASTOSIS 


Case Albumin Ab. Titer Prev. Pregnancy Cortisone Rx Newborn Condition R.B.C, 
! 1:64 (2) Jaundiced 4 Weeks Satisfactory, transfused 3.84 
2 1:32 (1) Normal 3 Weeks Satisfactory, transfused 3.40 
3 1:256 (1) Normal 3 Weeks Satisfactory, transfused 2.37 
4 1:8 (2) Died third day 3 Weeks Satisfactory, transfused 3.87 
5 1:512 (3) Died 12 hrs. 2 Months Satisfactory, transfused 4.60 
6 1:512 (2) Stillbirth 2 Weeks SB @ 8 months ag 
7 1:512 (1) Normal 2 Weeks Jaundiced died 5.69 
8 1:16 (2) Normal 1 Week Satisfactory, transfused 4.57 
9 1:8 (2) Normal 2 Days Satisfactory, transfused 4.30 
10 1:16 (1) Died 2 days 1 Month Satisfactory, Rh negative 5.5 
1 1:4096 (3) Hydrops 1 Month Satisfactory, transfused 5.02 
12 1:32 (2) Died 3 days 1 Month Satisfactory, transfused 3.3 

TABLE 4 


This table outlines the results in 12 cases of Rh antibody. The two cases that died were treated for shorter periods than would 


be adequate. 


One other case developed a postpartum psy- 
chosis one week after cessation of cortisone. 
The child in Case J lost 12 ounces of weight 
which may represent loss of excess fluid. The 
child has shown no untoward effects, however, 
and it did not look edematous at birth. 


The subsequent course of the newborn chil- 


SUSPECTED TOXIC SYMPTOMS 
Three Cases 


(1) Postpartum psychosis, | week after stopping cortisone 

(2) Nausea while on cortisone, symptoms continued following 
discontinuance 

(3) One child lost 12 ounces 


TABLE 5 


These are all of the toxic symptoms elicited after examination 
of the records of each patient as well as questioning the 
obstetrician and the patient. 


THERAPY OF ERYTHROBLASTOTIC INFANTS 


Case Rx Initial State Results 
M ACTH 4 days Pale, jaundiced Excellent 
90 mg. 
N ACTH 4 days Jaundiced Excellent 
90 mg. Cyanotic periods 
B ACTH 4 days Jaundice 4 plus Excellent 


90 mg. Cyanosis, occasional 
Z ACTH 4 days Premature, weak Good 
90 mg. Cyanotic 


TABLE 6 


These children were all severely erythroblastotic and there was 
a question of their survival with exchange transfusion. The 
clinical impression was that all were remarkably improved by 
use of the drug. 


dren is of interest. Their course reflects many 
facts previously observed and probably ex- 
plains the wide variation in anemia with 
similar antibody levels common to all ob- 
servers. 

In these children jaundice appeared later 
than usual if at all. The third day rather 
than the first day is the time jaundice com- 
monly became manifest. The jaundice was 
just as severe if exchange transfusion had not 
been performed before this time. Later jaun- 
dice was noted if transfusion was performed 
early. 

Cortisone or ACTH was used in five other 
cases of newborns combined with exchange 
transfusion. These children were those who 
were not in satisfactory condition. Table 6 
shows the results in these cases. The outstand- 
ing feature in our experience was the asso- 
ciated difficulty in controlling fluid and 
sodium retention while utilizing the standard 
hospital formulas. However, in most instances 
a week or less of cortisone or ACTH is suffi- 
cient to obtain the desired result. 

In Table 7 the results of attempted preven- 
tion of antibody rise postpartum is classified. 
The results show no success and on recon- 
sideration it has been felt that theoretically 
this would be expected. Cortisone should re- 
lease antibody in any already sensitized indi- 
vidual rather than prevent any further pro- 
duction and essentially that result was noted 
in the cases studied. As tabulated, rises in 
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antibody from one to four dilutions were 
noted. 
CONCLUSIONS 


From these experiences the following find- 
ings seem sound but need the weight of time 
for confirmation: 

(1) An adequate cortisone level in the Rh 
negative mother will prevent sensitization to 
the Rh factor in the postpartum period. 

(2) Adequate cortisone levels during the 
last trimester in sensitized Rh negative women 
will prevent hemolysis in the fetus and allow 
delivery of a healthy child. 

(3) Cortisone in the newborn child suffer- 
ing from erythroblastosis will mollify the dis- 
ease. Cortisone therapy used in conjunction 
with exchange therapy will salvage the great 
majority of erythroblastotic infants. 

(4) Cortisone, in the dosage used to pre- 
vent sensitization, will not prevent further 
immunization in already sensitized patients. 


ADEQUATE CORTISONE THERAPIES 
Prophylaxis for unsensitized Rh negative 
patients: 


(1) Give 100 mg. of cortisone when the 
patient goes into labor. 


(2) Give 100 mg. daily until delivery. 

(3) Give 75 mg: daily for seven days. 

Therapy of sensitized Rh negative mothers: 

(1) Consider for delivery at the end of the 
thirty-eighth week. 

(2) Start 100 mg. of cortisone daily at the 
beginning of the thirty-sixth week. 


SENSITIZED WOMEN ON CORTISONE Rx POSTPARTUM 


Titer Before Total Final 
Case Cortisone Cortisone/Day Time Titer 
A 1:128 100 mg. antepartum 6 days 1:256 
25 mg. postpartum 
B 1:8 50 mg. postpartum 5 days 1:64 
Cc 1:32 125 mg. antepartum 6 days 1:32 
150 mg. postpartum 
D 1:16 200 mg. antepartum 1:16 
100 mg. postpartum 
E 1:64 12.5 mg. q 6 hr. 5 days 1:128 
(ACTH) 
TaBle 7 


This table shows changes in the antibodies after delivery when 
cortisone was used postpartum. 
noted in 3 of 5 patients. 


A rise in the antibody was 
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(3) Start 50 mg. of cortisone daily between 
the twenty-eighth and thirty-fourth weeks, de- 
pending on the previous history and heights 
of the antibody. This is a matter of judgment 
which can only be decided after thorough 
studies of the maternal antibodies and anal- 
ysis of the blood studies in previous children. 


(4) At the time of delivery, if the Coombs’ 
test is positive, exchange transfusion should 
be performed. Decision to transfuse should 
rest on the Coombs test largely since no 
anemia will exist because of the cortisone 
therapy. Cortisone may be continued in the 
child, 25 mg. the first day, 12.5 mg. daily 
thereafter for one week if the condition of the 
child warrants. 

SUMMARY 


Cortisone appears to interfere with antigen- 
antibody reactions of the Rh type and be- 
cause of this fact it offers some evidence that 
it is capable of preventing sensitization dur- 
ing the postpartum period. 

Sensitized mothers who have previously had 
dead babies when given cortisone in the last 
trimester have given birth to children in rela- 
tively good condition. The drug, however, 
does not prevent the antibody from rising. 

Cortisone as a prophylactic and therapeutic 
drug offers great promise to prevent erythro- 


blastosis. 
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DISCUSSION (Abstract) 


Dr. Richard H. Fischer, Washington, D. C—1I have 
been somewhat surprised and inspired to learn this 
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afternoon that men who are practitioners of the 
specialty of obstetrics have taken the time and de- 
veloped an interest in a problem belonging to the 
province of immunology. As obstetricians, our obliga- 
tions to our patients consist in full cooperation with 
those members of the profession working in the field 
of Rh incompatibility and erythroblastosis fetalis. 

Dr. Hunter’s presentation has been particularly 
noteworthy because it indicates the possibility of a 
new and worthwhile application of the adrenal corti- 
cal hormone, cortisone. One hundred per cent of the 
nonsensitized Rh negative women failed to show post- 
partum sensitization when treated during the imme- 
diate prelabor period, labor, and for the first few 
postpartum days. It would seem that the prevention 
of sensitization would result in the complete elimina- 
tion of our problem. It is not too evident from the 
figures that there is any real improvement in the fetal 
situation following cortisone therapy where previous 
sensitization exists, although the occurrence of several 
successful deliveries warrants further investigation of 
this aspect. 


The frequent use of cortisone in pregnancy, as Dr. 
Hunter’s work indicates is a possibility, will necessitate 
the obstetricians’ familiarizing themselves with the 
physiological and pharmaceutical effects of cortisone. 
These patients must be protected against undesirable 
side effects which are known to occur. In addition, 
it will open avenues of clinical research by giving us 
an Opportunity to observe cortisone effects on the 
healing of episiotomies, lactation, and uterine involu- 
tion. 


The use of cortisone in pregnancy may also stimu- 
late further study into the relationships of the adrenal 
gland to pregnancy itself. Too little attention has 
been paid to these important structures, although 
clinicians remarked as early as 1913 that hyperemesis 
clinically resembled the gastric crisis of Addison’s dis- 
ease. Work is now under way in many clinics to de- 
termine the etiologic relationships between the adrenal 
cortex and the toxemias of pregnancy. 


LEUKOPENIA AND GRANULOCYTO.- 
PENIA DEVELOPING DURING THE 
COURSE OF TREATMENT WITH 
CORTISONE* 


By JoHN EpGar Stevens, M.D.*+ 
and 


C. Toone, Jr., M.D+ 
Richmond, Virginia 


Depression of the bone marrow resulting 
in peripheral leukopenia has been observed 
recently in a rheumatoid arthritic patient who 


*Received for publication January 28, 1952. 
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received by intramuscular injection the adre- 
nal cortical hormone 17-hydroxy-11-dehydro- 
corticosterone (cortisone). A group of inves- 
tigators! mentioned that leukopenia, among 
other findings, necessitated modification of 
the dosage schedule in patients with blood 
dyscrasias while being treated with this drug 
or the pituitary adreno-corticotrophic hor- 
mone (ACTH). However, out of a group of 
investigators? questioned, no specific in- 
stance of marked depression of the marrow 
could be found which was associated with 
cortisone therapy. Because of the unusual 
association of this phenomenon with this rela- 
tively new therapeutic agent, a report of this 
case was thought to be pertinent. 


Case 88767.—T. M. P., a white man, aged 46 years, 
was admitted to the Medical College of Virginia Hos- 
pital May 25, 1950. In 1939, symptoms of joint dis- 
ease had begun with pain, swelling and tenderness in 
both knees. Subsequently, all of the peripheral joints 
became involved with typical changes of rheumatoid 
arthritis characterized by swelling, pain, tenderness, 
limitation of motion and multiple deformities. 


Upon physical examination, his temperature was 
98.6° F.; pulse rate was 84, rhythm regular; blood 
pressure 120/80; weight 137 pounds. All of the 
peripheral joints showed typical and extensive changes 
of rheumatoid arthritis with marked deformities of 
the fingers, wrists, elbows, knees, ankles and _ toes. 
There was a 5-degree flexion deformity of the right 
knee which caused considerable pain on standing and 
walking, and necessitated the use of a cane. The joint 
disease was classified as: rheumatoid arthritis, Stage 
3, Class 4. 


Laboratory studies showed: hemoglobin 14.2 grams; 
erythrocytes 4,700,000; leukocytes 5,950; polymorpho- 
neutrophils 49 per cent, monocytes 8 per cent, lympho- 
cytes 43 per cent. 

Urine was amber, acid, specific gravity 1.021, al- 
bumin one plus; sugar, acetone and sediment negative. 
Sedimentation rate on admission was 42 mm., on dis- 
charge 40 mm. (Wintrobe). 

Over a period of thirteen days’ hospitalization, a 
total of 1,375 mg. of cortisone were given intramus- 
cularly. Acetyl salicylic acid in a daily dose from | 
to 4 grams was utilized. Response to this treatment 
was evaluated as Grade 3 (minor improvement). 

After discharge from the hospital, an attempt was 
made to maintain control of the disease with intra- 
muscular injections of from 50 to 75 mg. of cortisone 
every 24 hours. A total of 2,375 mg. of cortisone was 
given between May 26, and July 27, 1950. 


On July 27, 1950, an extensive petechial and ecciy- 
motic rash was noted on both lower extremities. A 
few days had been spent at the beach, and there had 
been considerable exposure to the sun during this 
time. The rash appeared in exposed areas, and was 
sharply delineated from areas where the clothing had 
covered the skin, except over the face, neck, forearms 
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and hands which showed no involvement. No hem- 
orrhagic reaction of the gums or nose was noted. 
Blood studies on this day showed the following: 
leukocytes 2,900, polymorphoneutrophils 34 per cent. 
lymphocytes 66 per cent; hemoglobin 14.3 grams; 
erythrocytes 4,800,000. Smear showed polychromasia 
and toxic granules. Platelet count was 528,000. Bleed- 
ing time two minutes, clotting time six minutes, pro- 
thrombin time 87 per cent activity. The sternal mar- 
row was markedly hypoplastic. The megakaryocytes 
were greatly reduced. The myeloid-erythroid ratio was 
2-1. There was a granulocytopenia, particularly of 
the mature forms, and a relative lymphocytosis. 
Erythrogenesis appeared normal. 

Cortisone was discontinued as were acetyl salicylic 
acid and other drugs derived from coal tar. The 
petechial and ecchymotic rash completely disappeared 
during a period of 10 to 14 days, leaving only slightly 
pigmented areas. No new lesions developed. 

Repeated blood studies, made between August 17 
and October 26, 1950, continued to show a leukopenia. 
granulocytopenia with normal hemoglobin and eryth- 
rocyte count values (Table 1). 

Oral cortisone in tablet form was started on October 
26, 1950, due to the continued discomfort and dis- 
ability. Initially, one 25 mg: tablet was given daily, 
and this dose increased by 25 mg. each day until a 
dose schedule of 25 mg. 4 times a day was reached. 
On November 4, 1950, the blood count was recorded. 
Leukocytes were 5,300; polymorphoneutrophils 37 per 
cent, eosinophils one per cent, lymphocytes 56 per 
cent, and monocytes 6 per cent. 


The adrenal cortical hormone 17-hydroxy- 
ll-dehydrocorticosterone (cortisone) is be- 
lieved to exert no inhibitory action on normal 
marrow elements. In fact, it has been re- 
peatedly shown that the hematologic effects 
of the adrenal steroids are similar to the 
effects of hyperadrenocorticism. In general. 
these are polycythemia, involution of lym- 
phoid tissue with decrease in the circulating 
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lymphocytes, and neutrophilia. Eosinopenia 
and reticulocytosis are commonly encoun- 
tered. 7 


An inhibitory effect of cortisone on normal 
marrow elements is possible in view of these 
observations on abnormal marrow disease 
states, but it would seem improbable, in the 
light of its widespread usage, that it has not 
been encountered before. In our case, there- 
fore, two other explanations were considered. 
First, the contents of the vehicle in which the 
crystals of cortisone acetate were suspended 
should be investigated for toxicity. Second, 
the question of an alteration in the patient's 
sensitivity to salicylates or other analgesic 
drugs given in conjanction with the hormone 
therapy should be considered. 


In investigating the first possibility, it was 
found that 11-dehydro-17-hydroxy-corticoster- 
one-2l-acetate (cortisone acetate) is prepared 
for intramuscular injection as a suspension 
in saline solution. Suspending agents and a 
preservative, benzyl alcohol, are also present. 
The percentages in the vehicle are: 1.5 per 
cent benzyl alcohol, 0.9 per cent sodium 
chloride, 0.4 per cent polyoxyethylene sorbi- 
tan monooleate (tween 80®), and 0.5 per cent 
sodium carboxymethylcellulose. 


Perusal of the literature fails to show that 
any of these agents has been reported as being 
toxic in the amounts listed. Benzyl alcohol 
is oxidized in vivo to benzoic acid. This is 
rapidly oxidized in man and 80 to 90 per cent 
can be accounted for by hippuric acid ex- 
creted in the urine, and the remainder is 


Blood Counts 5-25 7-27 7-31 8-1 
5,950 2,900 2,700 2,500 
Polymorphoneutrophils ............ 49 34 $2 21 
43 66 65 76 

Treatment 


1950 . 1951 

8-10 8-17 8-30 9-12 10-26 11-4 11-16 12-5 2-22 
1,350 2,450 3,800 2,500 3,900 5,300 4,600 7,600 5,000 
24 34 8 4 28 37 67 51 46 

1 2 5 5 3 1 1 4 

1 1 1 1 
69 54 86 79 64 56 27 47 49 
6 9 4 6 4 2 1 
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excreted as a benzoate in the urine. It appears 
that the rate of oxidation of benzyl alcohol 
is at least as great as the rate of hippuric acid 
synthesis and excretion.’ ® Sodium chloride 
in an isotonic solution would not appear to 
be an agent that could produce this toxicity. 

The tweens® such as polyoxyethylene sorbi- 
tan monooleate and similar compounds are 
dispersing agents widely used in industry in 
preparation of articles for human consump- 
tion and use. Page? !! and Krantz* have made 
extensive studies with tweens® and their effect 
on humans. Clinical observations, as well as 
examinations of the blood and urine, failed 
to show any untoward effects in the relatively 
large doses administered during the weeks of 
study. Krantz found in dogs that a fall in 
blood pressure followed intravenous admin- 
istration. This was thought to be due to the 
release of histamine or some histamine-like 
substance. 

Sodium carboxymethylcellulose apparently 
facilitates the effectiveness of the dispersing 
agent, by preventing the deposition of sus- 
pended matter. Studies in humans as well as 
laboratory animals have failed to show evi- 
dence of its being toxic.!* 


The only other drugs taken by this patient 
were acetyl salicylic acid and codeine sulfate 
to augment the cortisone acetate during early 
stages of therapy when relief from pain had 
not been accomplished. Salicylates are known 
to depress the leukocytosis in acute rheumatic 
fever, but the mechanism is not understood. 
It has not been shown to produce an agranulo- 
cytosis as some of the analgesic coal tar de- 
rivative drugs are prone to do. But, sensitivity 
to salicylates often occurs and, while no inci- 
dence of bone marrow depression has been 
recorded, it is possible. 

Codeine sensitivity could likewise be the 
unknown factor, although no record of bone 
marrow depression can be found with this 
drug. Numerous other manifestations of 
sensitivity are known to occur, however.1# 


It may be hypothesized that cortisone ace- 
tate attenuated the response of this patient 
so that either of these two common drugs 
(acetyl salicylic acid and codeine sulfate) gave 
a sensitivity reaction that had not been pre- 
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viously experienced. This hypothesis can be 
attacked by its total lack of evidence to sup- 
port such a concept. Also, the fact that corti- 
sone acetate has been used successfully to 
combat intractable asthma and other inci- 
dences of hypersensitiveness would make it 
incongruous that its action here would be to 
set the stage for such a paradoxical phe. 
nomenon. However, it must be admitted that 
our knowledge of this hormone is far from 
complete. If cortisone can for some unex- 
plained reason be selectively carcinolytic in 
a leukemic marrow and reduce the marrow 
elements to normal numbers, then we believe 
it may be a factor in the phenomenon ob- 
served in our patient. Whether the hormone 
itself, the agents in the vehicle, or supple. 
mentary medication given concurrently caused 
the depression of the bone marrow, we are 
unable to answer. 


SUMMARY 


Bone marrow depression with resulting 
leukopenia has been observed in a rheumatoid 
arthritic patient under therapy with cortisone 
acetate. The hypothesis is offered that the 
hormone may have attenuated the response 
of the patient so that he developed a hyper- 
sensitive reaction to one of the agents in the 
vehicle, to acetyl salicylic acid, or to codeine 
sulfate. 
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PENICILLIN SUPPOSITORY TREAT- 
MENT OF VULVOVAGINITIS 
IN CHILDREN* 


By Criaupe C. McLean, M.D. 
Birmingham, Alabama 


Vulvovaginitis in little girls is one of the 
most persistent and difficult conditions with 
which the medical man has to deal. This is 
especially true in cases in which gram-negative 
intracellular organisms are found. 

For many years the condition was regarded 
as a self-limited, localized disease; treatment 
having little effect on its course, duration, or 
complications. The psychological effect of the 
disease on both the patient and the family is 
too often overlooked by the physician. 


During the past few years, due to the effec- 
tive treatment of penicillin in adults with 
gonorrheal infection, the number of cases of 
vulvovaginitis in children has been greatly 
reduced. The disease still must be quite prev- 
alent, however, when one pediatrician sees as 
many as eight cases in a year. The diagnoses 
in the eight cases were made from vaginal 
smears, gram stains being used. Each case 
was an early infection judging by the clinical 
history and the appearance of the vaginal 
smears. The pus cells predominated the vagi- 
nal epithelial cells approximately one hun- 
dred to one. Very few organisms were found. 
The organisms were gram-negative, and prac- 
tically all intracellular. 


The ages of these children follow: six were 
between the ages of six and seven years, one 
ten years of age, and the other eleven. 

After years of persistent failure to cure this 
condition with the various methods of treat- 
ment recommended, including sulfa drugs, 
large doses of penicillin hypodermatically and 
by mouth, we, for the past four or five years, 
have been experimenting with the use of 
penicillin suppositories.t Since a child-sized 


*Received for publication December 17, 1951. 

*The author wishes to thank Mr. W. C. Hassell and other 
employes of the Birmingham Apothecary, Incorporated, for 
their cooperation, advice and suggestions in the making of a 
child-size vaginal penicillin suppository. 

+Suppositories are prepared by the simple process of cold 
compression, with oil of theobromine. In a chilled mortar, 
Penicillin is thoroughly incorporated with a small amount of 
Stated or shaved oil of theobromine. The remainder of the 
oil of theobromine is added. This mass is thoroughly pul- 


verized and mixed, then transferred to a chilled cylinder of 
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vaginal penicillin suppository is not produced 
by wholesale drug companies, the supposi- 
tories had to be made for each individual 
case. 

Suppositories containing a wide dosage 
range were tried. It was found that 300,000 
units per suppository was the most effective. 
The following routine has been used in eight 
consecutive cases: 

(1) The mother is taught how to insert the 
suppository. 

(2) The patient is kept in bed three days; 
suppository is inserted morning and night. 

(3) At the end of this period, the child is 
allowed to resume the normal routine activity, 
a suppository being inserted for three con- 
secutive nights. 

(4) Every third night for three nights. 

(5) Once a week for three weeks. 

Of the eight children, six were apparently 
cured by one series of treatments. Two cases 
had either recurrences or reinfections. At the 
end of a week of treatment in each case, 
vaginal smears showed epithelial cells pre- 
dominating among the pus cells, and no intra- 
cellular organisms were found. The vaginal 
smears have remained this way for months, 
with the exception of the two recurrent or 
reinfected cases. In these two cases the vaginal 
discharge was very scanty. The vaginal smears 
showed little difference in the number of 
vaginal epithelial cells and pus cells, but 
gram-negative intracellular organisms were 
found. After a week of penicillin suppository 
treatment, the vaginal smears were negative. 


CONCLUSION 


In our experience, penicillin suppository 
treatment of vulvovaginitis in children is 
cleaner, simpler, and more effective than other 
methods of treatment. The complications 
associated with vulvovaginitis are more psy- 
chological than physical. If the parents and 
patients are told that in one week’s time the 
disease will be either cured or arrested, there 
are fewer psychological complications. 


2012 Tenth Avenue, South 


compression type suppository mold. (Whitall Tatum type was 
used in this instance.) A child-size rectal mold is used. Sup- 
Positories should weigh one gram or less, have a base diameter 
of _— three-eighths inch, and length of approximately one 
inch. 
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BARBITURATE POISONING ASSOCI- 
ATED WITH HYPOPOTASSEMIA* 


REPORT OF A CASE 


By Horace H. Honces, M.D. 
and 
Monroe T. Gitmovr, M.D. 
Charlotte, North Carolina 


In our review of the literature we have not 
found recorded the association of hypopot- 
assemia with barbiturate intoxication. We 
have recently observed such a case in which 
the potassium depletion apparently prolonged 
the coma and in which recovery followed cor- 
rection of the potassium deficiency. This case 
is recorded to stimulate further observation 
on the serum potassium level in cases of bar- 
biturate intoxication in order that the sig- 
nificance of our findings may be confirmed 
or denied. 

REPORT OF CASE 


The patient was a white married woman of 47 
years who had exhibited psychoneurotic traits for sev- 
eral years. Self-induced factitial skin lesions had pre- 
sented a problem of long duration. 

She was admitted to the Charlotte Memorial Hos- 
pital at 9:20 a.m. September 26, 1951, in a state of 
deep stupor corresponding to the fourth stage of 
surgical anesthesia. Ingestion of an undetermined 
amount of seconal® and phenobarbital was later ad- 
mitted although the actual amount could never be 
ascertained. More than twelve capsules of seconal,® 
0.1 gm. each, and several tablets of phenobarbital 
were ingested. 

No tendon reflexes were obtainable. The pupils 
were equal in size and reacted slightly to light. The 
optic fundi and optic nerve heads were normal. The 
blood pressure was 110 mm. of mercury systolic and 
80 mm. of mercury diastolic. The temperature was 
101.4° F. rectally and the pulse rate was normal. The 
respiratory rate was 10 to 14 per minute. The bladder 
was distended midway to the umbilicus. Irregular ul- 
cerated lesions with undermined edges were present 
on both cheeks. Irregular surgical scars were present 
over the anterior chest from which area lesions had 


been previously excised. Bullous lesions were present” 


on the fingers and knees. No other abnormal physical 
findings were noted. 

A lumbar puncture resulted in a “bloody tap” but 
the spinal fluid pressure was normal. 

The blood leukocyte count was 15,000 per cc. with 
88 per cent polymorphonuclear leukocytes and 12 per 
cent lymphocytes. The erythrocyte count was 4,150,000 
per cc. and the hemoglobin 12.0 grams per cc. The 
blood urea nitrogen was 9.8 ml. and the blood sugar 
124 ml. per 100 cc. respectively. Blood culture and 


*Received for publication February 10, 1952. 
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blood serologic tests for syphilis were negative. The 
urine obtained by catheter contained a trace of albu- 
min, many erythrocytes and rare pus cells. In view of 
the fact that her barbiturate ingestion had probably 
occurred 36 hours prior to admission and that her cir- 
culation was well maintained, no analeptic drugs were 
employed. Supportive measures were instituted at 
once including frequent pharyngeal aspiration, con- 
tinuous oxygen administration, hourly respiratory stim- 
ulation with 5 per cent carbon dioxide, 95 per cent 
oxygen mixture, intravenous fluids, parenteral penicil- 
lin and dihydrostreptomycin and the regular par- 
enteral injection of caffeine and coramine.® 

After 24 hours the temperature had risen to 104.2° 
F. rectally and intermittent respiratory difficulty had 
appeared. Intravenous terramycin therapy was insti- 
tuted at this point. There was no decrease in the 
depth of narcosis or fever by the end of the first 
48 hours. A bedside roentgenogram of the chest was 
normal. Blood urea nitrogen was 15 ml. per 100 cc. 
The urine had practically cleared of blood cells. 

At this time a potassium determination was made, 
revealing the low level of 2.6 milliequivalents per liter. 
The intravenous administration of one liter of 0.1 per 
cent potassium chloride was started at 9:30 p.m., Sep- 
tember 28, 1951, 60 hours after admission. 

On the morning following the first potassium ad- 
ministration, 72 hours after admission and 108 hours 
after the estimated time of barbiturate ingestion, the 
first signs of improvement were observed. Patellar re- 
flexes were obtainable and the rectal temperature had 
dropped to 100.4° F. The serum potassium was 3.1 
milliequivalents per liter. 

With the continued intravenous administration of 
potassium chloride, progressive clinical improvement 
occurred. Achilles reflexes, gag reflex, thrashing gen- 
eralized movements and consciousness returned in that 
order within 48 hours after the first potassium admin- 
istration. A total of 4.5 grams potassium chloride was 
given intravenously during this time, subsequently 4.0 
grams daily being administered orally. 

The low potassium effect was still dramatically evi- 
dent in the electrocardiogram taken October 2, 1951. 
The T waves were long, low and dome-shaped with 
marked prolongation of the Q-T interval. 

Serum potassium, October 6, 1951, was 4.7 milli- 
equivalents per liter. The bullous and ulcerative skin 
lesions had healed. No neurologic, personality or 
mental changes were evident to those who were fa- 
miliar with her prior to this suicide attempt. 


SUMMARY 


Hypopotassemia was observed in a case of 
severe barbiturate intoxication. The coma 
was apparently prolonged by the hypopotasse- 
mia and recovery followed parenteral admin- 
istration of potassium chloride, without the 
use of analeptic drugs. 

The observations in this case suggest for 
investigation the possibility that hypopotasse- 
mia may be one of the important factors in 
the fatal outcome of severe barbiturate in- 
toxication. 


Vol. 


— | = 
I 
fess 
spe 
for 
is a 
I 
Th 
util 
pro 
pre 
oul 
are 
or 
of 1 
exp 
gro 
met 
am: 
wis 
4 the 
use 
oto 
cial 
anc 
rati 
res] 
as | 
apy 
bee 
but 
Als 
the 
spe 
hay 
the 
age 
the 
be: 
\ 
the 
anc 
the 
’ tha 
Sout 
Dall: 
Ear 


Vol. 45 No. 8 


SPECIFIC AND RATIONAL THERAPY 
IN OTOLARYNGOLOGY* 


By W. Eactg, M.D. 
Durham, North Carolina 


It has been stated that progress in the pro- 
fessions of law and medicine differ in one re- 
spect: the legal profession always looks back 
for a precedent, while the medical profession 
is always seeking something new. 


In choosing the title, “Specific and Rational 
Therapy in Otolaryngology,” we are going to 
utilize to some extent the tactics of the legal 
profession, for we intend to accept some 
precedents, but we shall also remain loyal to 
our profession and look to the future. We 
are well aware of probable eyebrow raising, 
or even complete doubt to disbelief, at some 
of the words to be spoken. This is especially 
expected from the younger generation in our 
group, those physicians who obtained their 


medical training during this era of sulfon- ° 


amide and antibiotic therapy. However, we 
wish to bring back into the spotlight some of 
the specific therapeutic agents which were 
used by the pioneer physicians long before 
otolaryngologists were well established as spe- 
cialists. The older textbooks of pharmacology 
and therapeutics contain facts of specific and 
rational therapy which are just as true in their 
response for the curing of an ailment today 
as they were in the years past. Specific ther- 
apy, for instance, such as iron for anemia, has 
been replaced by liver therapy to an extent, 
but the iron therapy has never been discarded. 
Also insulin has been utilized as the main 
therapy for the diabetic, but he still has a 
specific diet planned for him. The joy and 
happiness that accompanied the discovery of 
the sulfonamide and antibiotic therapeutic 
agents caused some of us to forget some of 
the faithful old drugs which were known to 
be specific for certain acute infections. 


We wish and hope not to discredit one iota 
the lifesaving properties of the sulfonamides 
and the antibiotics, which revolutionized the 
therapy for the acute and fulminating infec- 
tious diseases. We wish to stress the point 
that these agents are most useful in the acute, 
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virulent and toxic infections, and some of 
them are specific for certain bacteria and 
viruses; but we wish also just as emphatically 
to point out that these same agents are not 
very useful for the efficient therapy and de- 
sired results of a chronic and relatively non- 
toxic infection, where permanent pathological 
changes exist. The atomic age may have some- 
thing in store for us! 

We must recognize the fact that a great 
portion of our practice as otolaryngologists 
deals with patients having chronic complaints, 
which are not necessarily of infectious nature, 
relative to the sinuses, ears, pharynx or larynx, 
and where antibiotic therapy certainly would 
not be indicated. We then must think ser- 
iously and be rational about the proper 
therapy to be used in any given case. 

During this period we wish to point out 
several instances where rational and specific 
therapy provided better and more quickly the 
desired end results in each of the categories 
relating to an aural, nasal, pharyngeal or 
laryngeal condition. We shall briefly take up 
the various categories with a discussion of 
some of the more misinterpreted, misdiagnosed 
and, thusly, irrationally treated conditions. 

First of all, we shall discuss two topics that 
relate to the ear. Those of us who live in the 
southern states, and, after all, this society is 
composed of members from the southern 
states, are familiar with otomycosis, a fungus 
infection of the ear. During World War II, 
and just after the war, all of us saw many 
of the returned veterans from the Pacific area 
who had contracted fungus infections of the 
ears. We also have patients, who are natives 
or visitors of the southern states, who are 
around lakes or in the damp climates where 
there is an abundance of fungus spores in the 
air. These spores by various means gain ac- 
cess to the auditory canals. The moisture in 
the air, or the getting of water into the ears 
by swimming or other means, causes the 
spores to sprout into mycelial growths. There 
is a mushy foul-odored discharge in the audi- 
tory canal, frequently with visible mycelial 
rods and spores, sometimes completely filling 
the auditory canal. This debris causes im- 
paired hearing and tinnitus, always associated 
with some pruritus or even pain or furuncu- 
losis of the auditory canal. Various medica- 
tions often are unsuccessfully used in these 
cases. Occasionally, therefore, the patient has 
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a chemical dermatitis due to the incompatible 
or irritating medications, which appears to be 
actually worse than the fungus infection 
which the patient complained of originally. 
What is the specific therapy for otomycosis? 
If we refer to the pharmacological textbooks 
of many years ago, and the recent ones too, 
we will find that iodine has always been recog- 
nized as a specific means of eradicating fungus 
spores and mycelial growths. The Medical 
Corps of the Armed Services failed to take 
note of the fact that iodine is a specific for 
the fungus diseases and used other medica- 
tions. Therefore, many of the patients in the 
Armed Services had a prolonged disease in 
some cases extending throughout their period 
of service. Ever since iodine dusting powders, 
Sulzburger 1 per cent or 2 per cent, were 
brought into clinical use about 1931, we have 
found that the liberation of nascent iodine 
from these powders by the moisture in the air 
destroys these fungoid infections, and we 
therefore have continually used this prepara- 
tion. Even the patient having granulations 
resembling a bunch of grapes on the tympanic 
membrane can be completely relieved of the 
condition in less than a week, or certainly 
after three treatments. The cleansing of the 
auditory canal thoroughly by churning a cot- 
ton applicator soaked in hydrogen peroxide, 
followed by drying the canal and tympanic 
membrane, and then the insufflation of a 
thin layer of iodine dusting powders every 
other day will eradicate this disease. When 
the patient returns the third day for the sec- 
ond treatment, perhaps a small amount of 
mycelial growth and mushy debris may be 
found. The treatment is repeated and, when 
he returns in two more days, we shall find 
that the powders which were insufflated two 
days previously are still dry and that the 
fungus infection has been cured. It is rare 
that three insufflations of the powders will 
not complete the therapy. Furunculosis can 
be a complication and cause slight delay in 
recovery; and when such a complication oc- 
curs, irradiation is used as adjunct therapy. 


Another ear disease, more commonly found 
in recent years, is secretory otitis media, in 
which condition the eustachian tube becomes 
obstructed and allows the normal secretions 
of the middle ear to collect there, either partly 
filling the middle ear space with a visible 
fluid level, or completely filling the middle 
ear. When there is a history of sudden onset 
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of muffled hearing, together with tinnitus and 
a minimal amount of pain or none at all, and 
what is called a shifting type of deafness by 
which hearing is improved by turning the 
head to the affected side, we should always be 
mindful of secretory otitis media. The exam- 
ination reveals a normal or slightly retracted 
tympanic membrane. The ossicles and other 
landmarks of the middle ear are not visible 
when the middle ear is filled with fluid. When 
the diagnosis is confirmed, the specific treat- 
ment demands incision of the tympanic mem- 
brane and aspiration of the fluid. The fluid 
never emerges from the myringotomy opening 
spontaneously and aspiration of the fluid is 
absolutely necessary. As the myringotomy is 
done, we can see air bubbles enter and rise 
into the dome of the middle ear. The fluid, 
which has the consistency and appearance of 
bee’s honey or castor oil, is aspirated with a 
small-calibre suction tip which is applied di- 
rectly over the myringotomy opening. It is 
most important to remember, and, therefore, 
I repeat, that the fluid will never spontane- 
ously flow out of the opening made in the 
tympanic membrane and it must be aspirated. 
In most cases the condition does not recur 
after one myringotomy and aspiration, espe- 
cially if the condition has not existed for over 
one month. Since it is no more painful to 
incise a normal eardrum than to insert a 
hypodermic needle into the skin, we do not 
find it necessary, even in children over age 
three, to use either a local or general anesthetic 
for the procedure. The myringotomy opening 
will always heal too quickly and infection 
never ensues. Parenthetically it can be stated 
that since secretory otitis media is not an in- 
fection, sulfonamides and antibiotics are use- 
less in this disease, either administered locally 
or systemically. 


In rationalizing, we know that 99 per cent 
of middle ear affections are due to lymphoid 
tissues, no matter how small or how large these 
lymphoid tissues may be. Bacterial or viral 
infections may be the associated causative 
factors, more probably the latter. Therefore, 
in our treatment for this condition we must 
remove adenoids if they exist and follow this 
operation in some cases with irradiation of 
the nasopharynx to destroy the remaining 
lymphoid tissues that can not be surgically 
removed. This can be done either by radium 
applicators or, as some of us prefer, by irradia- 
tion with deep x-ray therapy. By the latter 
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means one obtains destruction of the lymphoid 
tissues of the nasopharynx, base of the tongue 
and pharynx all at the same time and, there- 
fore, irradiation benefits are not limited to 
the small area in the nasopharynx. It has 
been found by experience that eustachian tube 
catheterizations and inflations will not cure 
the disease, since such procedure causes edema 
of the eustachian tubes and the inflation 
merely churns up the fluid into bubbles, both 
of which procedures prolong the disease. The 
most prolonged cases, which require repeated 
myringotomy and aspiration, are those cases 
where eustachian tube catheterizations and 
inflations have been done. Once again may 
I state that rational and specific treatment of 
secretory otitis media requires the myrin- 
gotomy followed by the aspiration of the fluid 
from the middle ear. By such means we can 
prevent chronic adhesive otitis media with 
permanent impairment of hearing. We direct 
all patients having secretory otitis media to 
use Toynbee inflations of the ears to promote 
tubal patency. 


Now we shall take up the topics relative to 
the nose. There have always been two schools 
of thought as to whether or not vasoconstric- 
tor nose drops or nasal sprays should be used 
in acute rhinitis or any condition wherein the 
nasal mucosa is edematous and obstructs the 
breathing space, which in turn may cause ob- 
struction of the nasal sinus ostia. We happen 
to be of the school which firmly believes that 
by shrinking the nasal mucosa with a harm- 
less and proper vasoconstrictor during the 
acute inflammatory stage the disease can be 
easily controlled and its duration shortened. 
Systemic antihistaminic therapy if desired 
can be used coincidentally. We must always 
be very careful not to do anything intranasally 
which could cause an increased amount of 
swelling to that already existing. We must not 
put into the nose any applicators, tampons, 
packs or medications of chemical or antibiotic 
nature which could cause damage to the al- 
ready inflamed and desquamating mucosa. It 
is well known that the sulfa drugs, penicillin 
and other antibiotics are not tolerated well by 
the nasal mucosa; yet, there are numerous 
proprietary nasal preparations on the market, 
including powdered penicillin, use of which 
causes marked edema of the nasal mucosa in 
most individuals. There are some proprietary 
preparations that are entirely too vasconstric- 
tive in their effect, causing marked ischemia, 
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with subsequent prolonged edema of all the 
nasal mucosa, defeating the purpose of their 
use; and there are other medications which 
contain excessive strength of ephedrine, even 
some of them being oily solutions. One can 
easily identify the patient who has been using 
oily preparations in the nose by the redness 
and dermatitis of the upper lip and nasal 
vestibules. 


In our practice we use and allow our pa- 
tients to use only two preparations of nasal 
drops: a 1 per cent saline solution of ephed-. 
rine sulfate, or a 14 per cent saline solution 
of neosynephrin® hydrochloride. Non-stimu- 
lating vasoconstrictor inhalers are also per- 
mitted. The ephedrine solution obtained now 
from the pharmaceutical houses is not so 
potent as formerly because the ephedrine, 
which comes from China, lacks the quality in 
the raw material that existed prior to the Ko- 
rean War. 


If, in acute rhinitis, one is careful to use 
only the proper nasal medication and to use 
it every two hours, the nasal mucosa is kept 
shrunk, which produces dilation of the sinus 
ostia. Thus, there should be no worry about 
subsequent acute sinus infection. The sinus 
ostium acts exactly as a camera shutter; as 
the mucous membrane is shrunk, the ostium 
becomes larger, and conversely, if the nasal 
mucosa is swollen, the ostium becomes oc- 
cluded, blocking drainage and ventilation of 
that sinus. All of us who were practicing our 
specialty in the pre-ephedrine days remember 
that we punctured and irrigated several antra 
each day; but nowadays when we wash out 
two or three antra per year, even through the 
natural ostium, we have done a fairly good 
year’s work. We therefore are practicing pre- 
ventive medicine with reference to the pre- 
vention of sinus infection. 


Should an acute sinus infection occur and 
persist, the acute infection not having been 
treated rationally by the mucosal shrinkage, a 
chronic sinus infection eventually develops. A 
thickening and fibrosis of the mucosa results 
with bacteria teeming throughout the thick- 
ness of the mucosa. When this condition ex- 


ists, rational thinking will tell us that surgery 
is indicated for the removal of the diseased 
mucosa. Sinus surgery has had, as you have 
heard, a bad reputation in the past, mainly 
because too much tampering and injudicious 
as well as insufficient surgery has been done 
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where surgery was indicated. When a sinus 
is thoroughly cleaned out there is a regenera- 
tion of a healthy mucosa as the lining of that 
sinus because during the healing period there 
is adequate ventilation and drainage which 
prevent re-infection. The fact that the dis- 
eased tissue has been removed allows us to 
expect a marked and immediate improvement 
in the patient who has bacterial allergy, arth- 
ritis, nephritis, or any other disease of bac- 
terial origin. Therefore, we wish to stress the 
importance of thoroughly removing the dis- 
eased membrane from the chronically infected 
sinus rather than simply giving drainage to 
that sinus. 


Now we shall discuss sphenopalatine gang- 
lion neuralgia because it is the one disease 
where specific and rational therapy has never 
been accomplished relative to the greater por- 
tion of the patients who have this condition. 
In this disease the patient has severe pain in 
and behind the eyeball, usually unilateral, 
and also may have another area of severe pain 
just behind the ear. There is never pain 
above the level of the eye and the ear. There 
is usually obstructed nasal breathing and in- 
creased nasal discharge on the side of the 
pain, which is a pain and not a headache. 
These symptoms are very important to re- 
member because many times patients have 
had dental extractions, various types of sinus 
surgery where there was no existing sinus in- 
fection, or various other procedures, such as 
nerve blocking and injection, when the 
trouble may have originated in the nose. If, 
with such a typical history, we should look 
for a prominent middle turbinate against the 
nasal septum, a septal spur or deviation im- 
pinging on a turbinate, we should probably 
acquire a diagnosis of sphenopalatine gang- 
lion neuralgia. Then the etiological factor 
would be removed by an intranasal procedure 
rather than the nerve injections, dental ex- 
tractions or sinus surgery. 


The crushing laterally of a middle turbinate 
in many cases will completely relieve the 
symptoms. If not, then the removal of a 
septal spur, or more probably a submucous 
resection of the nasal septum, is the specific 
treatment of sphenopalatine ganglion neural- 
gia because it eradicates the intranasal de- 
formity and prevents further contact of 
intranasal structures. These contacts may oc- 
cur during emotional stimulation or from 
numerous irritating factors during nasal 
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breathing, such as fumes, smoke, dust, blow- 
ing cigarette smoke through the nose, or ex- 
posure to dry heat during the winter months, 

There are various types of neuralgias of 
the face which must be differentiated from 
sphenopalatine ganglion neuralgia, and in 
most of these cases none of them has any con- 
nection with a paranasal sinus infection. An 
example of such is the neuralgia of the naso- 
ciliary nerve caused by the wearing of pads 
on tight fitting spectacle frames, which ac- 
tually cause depressions in the nasal bones. 
These symptoms are relieved by merely chang- 
ing the spectacle frame to one having no pads. 


One of the commonest causes of nasal 
symptoms leading to acute sinus infections and 
neuralgias is failure to provide humidity in 
the heat of the home and office during winter 
months, especially where the heat is provided 
by steam or hot water radiators, oil circula- 
tors, or oil and coal heaters. The more heat 
that is required for comfort in a room, the 
dustier and drier the air becomes. The dry- 
ness and the dust increase the burden of the 
nasal mucosa in its function of the provision 
of humidity in the inhaled air and also the 
filtering of the air. The nose, therefore, be- 
comes quite occluded. Persons living in 
dormitories and hotel rooms where the air is 
notoriously dry have much trouble with 
respiratory infections during the winter 
months. The provision of humidity can be 
accomplished by several methods. The easiest 
and simplest method of all is that of placing 
a basin of water on an electric hot plate, 
producing steam. The steam settles the dust 
to the floor, producing air conditioning. 
Humidifiers can be obtained which attach to 
steam or hot water radiators. A_petcock, 
which can be turned on to provide steam as 
needed or desired, can be installed on any 
steam radiator. Whenever dry heat exists, 
there is a waste of fuel, and this is of very great 
economic interest, especially during fuel ra- 
tioning periods. The expense for running an 
electric hot plate is much less than would be 
expended for the extra fuel. We are very 
comfortable at 70° temperature during the 
winter months if there is a moisture in the 
air, while it takes 80° or more to be com- 
fortable when the air is dry. This is especially 
true for the older people. 

The next topic is that of the pharynx. We 
shall refer you again to the pharmacological 
and therapeutic textbooks, where we shall 
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find that arsenic has always been a specific 
drug in the treatment of spirillae infections 
of all types and, therefore, for many years the 
arsenicals were used for severe oral Vincent's 
infections. Shortly after the discovery of peni- 
cillin, success with this agent was reported in 
the treatment of Vincent’s infection in the 
mouth. Clinically we do not find this to be 
true, for we have actually seen patients de- 
velop Vincent’s ulceration of the tonsils and 
pharynx during the time they were receiving 
penicillin therapy for some other condition. 
We have seen Vincent's ulceration and ex- 
udate continue during penicillin therapy for 
a week or ten days. Therefore, we recommend 
that arsenicals be used in all those cases where 
there is a severe infection, using 0.3 gram of 
neoarsphenamine intravenously, followed in 
two days by the second dose of the same 
amount. (There may be some difficulty in 
finding this drug on the market now.) This 
medication is used only for those individuals 
where there is a difficulty in swallowing, 
drooling at the mouth and dehydration. Re- 
covery is dramatic, there being marked im- 
provement in less than one hour. For the 
milder cases, however, we find hydrogen 
peroxide, equal parts of water, to be very 
successful as a mouthwash and gargle because 
it liberates oxygen into the recesses of the 
lymphoid tissues, tonsillar crypts, and in be- 
tween the gums and teeth and dental fillings, 
killing the spirillae and anaerobic organisms. 
We can assure you that no better or more 
specific medications can be used for Vincent’s 
infection of the pharynx than 50 per cent 
hydrogen peroxide locally for the milder cases 
and intravenous arsenicals for the more severe 
cases. 

Virus pharyngitis is a disease which has 
been described in recent years. The patient 
having this disease complains of aching of the 
base of the tongue and of having a constantly 
sore throat; yet, examination, even with a 
laryngeal mirror, fails to reveal any ulceration 
or even reddened areas. This negative exam- 
ination has been accepted and designated as 
a typical viral pharyngeal infection. Fre- 
quently these patients do have, or have had, a 
viral infection of the pulmonary system. The 
treatment for the virus type of pharyngitis has 
consisted mainly of local antibiotics. Some 
patients do not tolerate these antibiotics well 
when used locally as lozenges. When sen- 
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sitivity exists, the lozenges soon cause the 
mucosa to become extremely reddened, even 
more so than is typical of scarlet fever. After 
the heavy use of these lozenges the submental 
region may become very indurated and board- 
like. Eventually when the drug has been used 
long enough we may find white flakes scat- 
tered over the buccal membranes and pharyn- 
geal walls. This is due to the proliferation 
of Monilia and other fungi in the pharynx 
replacing the bacteria which have been de- 
stroyed. Frequently the local antibiotic treat- 
ment has produced a disease worse than the 
original disease. When this complication oc- 
curs we advise the patient to stop all antibiotic 
lozenges, rinse the mouth frequently with 
normal saline, and to drink buttermilk, but 
not to expect throat comfort for a period of 
one to three weeks. The buttermilk is used 
for the reproduction of bacteria in the entire 
gastrointestinal tract, hastening recovery. 

We have found that if a patient having a 
virus or even a bacterial type of pharyngeal 
infection will expose the pharynx to direct 
sunlight five minutes in the morning and five 
minutes in the afternoon for several days he 
will be greatly benefited. After the pharynx 
has been exposed to the sun, we also ask the 
patient to protrude the tongue and expose 
the base of the tongue to sunlight for five 
minutes twice daily. It is amazing the results 
that can be obtained by the solar therapy. It 
is, after all, one of the simplest and most 
natural means of therapy that we have ever 
encountered. For the recurrent, ulcerative 
and herpetic type of virus pharyngitis we 
recommend repeated smallpox vaccinations, 
also. It took us many years to rationalize 
that sunlight therapy is beneficial for a virus 
pharyngeal disorder, although we had recom- 
mended such therapy for many years for the 
tuberculous lesions of the pharynx. Having 
passed through the physical therapy era, we 
may be approaching the helio-therapy era co- 
incidentally with the atomic therapy era! 


In regard to laryngeal conditions, we have 
one specific and rational method of therapy, 
namely, vocal rest. However, in vocal cord 
paralysis due to poliomyelitis the therapy is 
diametrically opposite. The vocal cords must 
be used for quicker recovery. It has been 


pointed out that exercise of the muscles of 
the arms and legs is very essential when these 
are affected by poliomyelitis, and it seemed 
rational to us that using the vocal cords would 
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likewise be the most helpful means of regain- 
ing normal function of the paralyzed cords. 
Two years ago we encountered a patient, a 
middle-aged football coach, who had paralysis 
of ihe left vocal cord and left ankle due to 
poliomyelitis. He was allowed to continue 
his football coaching, using the voice, and in 
four months he had total restoration of 
laryngeal function. 


SUMMARY 


Some instances have been cited proving the 
fact that the sulfonamides and antibiotics are 
not always the most specific, or even the ra- 
tional method of therapy, for certain affec- 
tions to be found in the otolaryngological 
field. We yet have faith in some of the older 
well tried and proven therapeutic agents, 
some of which are much more specific than the 
sulfonamides and antibiotics and, therefore, 
are definitely indicated instead of these newer 
drugs. We recognize the sulfonamides and 
antibiotics as life-saving therapy for the acute, 
virulent, fulminating and toxic diseases. We 
frown on their use for chronic infections and 
condemn them for indiscriminate use. We 
should always use that drug or procedure 
which is the most specific and rational one for 
that particular disease. 


Duke Hospital. 


FLUORIDATION OF PUBLIC 
DRINKING WATERS* 


By Joun W. Knutson, D.D.S., Dr.P.H.* 
Washington, D. C. 


It is now just a year ago that national 
health organizations concerned with promot- 
ing dental health endorsed controlled water 
fluoridation as a mass procedure for reducing 
the incidence of tooth decay. Among the or- 
ganizations which took this action are the 
American Dental Association, the American 
Public Health Association, the State and Ter- 
ritorial Health Officers Association, the Asso- 
ciation of State and Territorial Dental Direc- 
tors, the American Association of Public 
Health Dentists, and the United States Pub- 
lic Health Service. 


*Read in Section on Public Health, Southern Medical Associ- 
cee, eer Annual Meeting, Dallas, Texas, November 

+Chief, Division of Dental Public Health, United States Pub- 
lic Health Service, Washington, D. C. 
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Of one thing we can be sure, these national 
associations, as well as the many state and 
local health organizations that have adopted 
a positive policy on fluoridation, did not give 
their endorsements lightly. —The endorsements 
were given after careful, detailed examination 
of the subject, by competent members and 
expert consultants with broad scientific train- 
ing and experience in all phases of fluoride 
chemistry and toxicology. Nevertheless, there 
are signs that this remarkable public health 
measure is not being accepted on the basis of 
scientific evidence alone, and that action is 
being delayed or postponed, not only by those 
who are conservative and slow to move on 
new methods, but also by those who are mis- 
informed or misguided by half-truths, rumors, 
and emotional prejudices. At present only 118 
communities in this country are fluoridating 
their public water supplies. I said “only 118” 
because at that rate it will require more than 
100 years to bring about fluoridation of the 
16,750 public drinking water supplies in this 
country. Therefore, the job of educating the 
public regarding the benefits of water fluori- 
dation has just begun, and our promotional 
efforts will have to be increased markedly if 
we are to counteract, successfully, resistance 
and indifference based on misinformation and 
misunderstanding. It is with this job in mind 
that I shall proceed to a summary review of 
the background details of water fluoridation, 
particularly those details which are concerned 
with protecting the health of the public. 


The first established relationship between 
fluorine and dental health was actually an un- 
desirable one. It concerned the dental condi- 
tion known as “mottled enamel,” which is en- 
demic in some 400 scattered areas in this coun- 
try. Moderately or severely mottled teeth lack 
normal color and translucence and may be 
pitted. The condition is caused by the use of 
drinking water containing excessive amounts 
of fluorides during the time the teeth are being 
calcified. This fact became known to science 
in 1931, more than twenty years ago.1? At 
that time it was discovered that children with 
mottled teeth invariably had been born and 
reared in areas where excessive quantities of 
fluoride appear naturally in water supplies at 
concentrations as high as ten to fifteen parts 
per million. 


This discovery led to a series of investiga 
tions on the toxic manifestations of fluorides, 
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and to studies designed to develop methods for 
removing fluorine from the drinking water 
supply. * It was soon demonstrated that when 
fluorine is present in relatively high concen- 
trations, 12.0 or more parts per million, that 
in addition to mottling of the teeth, there may 
be signs of undesirable changes in bone struc- 
ture. These changes might be in the form of 
osteosclerosis, stiffness of the joints, exostosis, 
osteoporosis, or calcification of the liga- 
ments.5-10 The findings served as a decided 
incentive to comprehensive investigations con- 
cerned with determining the fluoride concen- 
trations necessary to produce deleterious ef- 
fects, and to the extensive, now classical, 
studies on mottled enamel.11 The results 
clearly demonstrated that if drinking water 
contains less than 1.5 parts per million of flu- 
orine, mottled enamel of any esthetic conse- 
quence is not produced. They demonstrated 
also that as the fluorine concentration increases 
above 1.5 parts per million, the number of in- 
dividuals affected and the severity of the af- 
fliction are increased. The studies also showed 
that mottling of the teeth is the first sign of 
excessive amounts of fluorides in the drinking 
water supply. They demonstrated that outside 
of the effects on the teeth, fluorine concentra- 
tions below 5.0 parts per million produce no 
other untoward effect, and that up to these 
concentrations, the body does an excellent job 
of eliminating the excessive fluorides.’ 12-16 


In the meantime extensive animal and 
chemical studies conducted in the laboratory 
were giving us additional information concern- 
ing the physiological effects of fluorides.’ 17-20 
Incidentally, these studies were not con- 
cerned with the things that we had known 
for a long time, things that have been known 
to most of us from our elementary high school 
course in chemistry, for example, that hydro- 
fluoric acid etches glass. It has long been 
known that sodium fluoride is an excellent 
cockroach poison and insecticide. It has long 
been known that fluorine intoxication may be 
caused by exposure to fluoride-containing in- 
dustrial smoke drifting over the countryside. 
It has long been known that 4 grams of sodium 
fluoride is the minimal lethal dose for hu- 
mans and that much smaller amounts may 
produce toxic symptoms. In fact, a consider- 
able amount of knowledge of the toxic prop- 
erties of fluorides was available to us more 
than twenty years ago when this element was 
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discovered to be the cause of mottling of the 
enamel of the teeth of humans. And a tre- 
mendous amount of knowledge of the toxic 
properties of fluorides has become known to 
us through animal and laboratory studies, as 
well as through studies on humans, during 
the past twenty-year period. 


It was, in fact, through these studies on 
the toxic effects of fluorides that our first 
lead to a possible benefit was obtained. When 
those who were studying mottled enamel 
noted that mottled teeth, which are not well 
developed teeth, did not have more dental 
decay than teeth which apparently were 
normally developed, they were very much 
surprised.?1_ This observation led to studies 
designed to determine the exact relationship 
between fluorides in the drinking water sup- 
ply and tooth decay. The studies were made 
not only in this country???3 but in Eng- 
land,?4-26 South Africa,2? Switzerland,?§ 2® In- 
dia,®° 31 Italy,82 and Sweden.* Results of the 
studies conducted in many parts of the world 
were remarkably uniform. They clearly in- 
dicated that as the fluorine concentration in 
the water supply increased from none to ap- 
proximately 1.3 parts per million, tooth decay 
rates decreased. These extensive studies dem- 
onstrated conclusively that children born and 
reared in communities having from 1.0 to 1.5 
parts per million of fluorine in the drinking 
water had only one-third as much tooth decay 
as children living in areas where the drinking 
water is fluoride free. 

These epidemiological findings, together 
with the results of animal studies on the 
caries-inhibiting effects of fluorides,54-36 led as 
early as 193937 to the suggestion that fluorides 
be added in optimum amounts to the drink- 
ing water supply in order to obtain a two- 
thirds reduction in the incidence of tooth 
decay. However, it was not until 1945 that the 
first controlled fluoridation studies or pilot 
projects were undertaken. During that year 
studies were started in Grand Rapids, Mich- 
igan; in Newburgh, New York; and in Brant- 
ford, Ontario. During the following year 
several additional studies were started and 
others have been added since. 


Now it should be clearly understood that 
it was not the purpose of these studies to de- 
termine whether or not 1.0 part per million 
of fluorine in the drinking water supply would 
be safe. The answer to that question was 
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already known. The basic purpose was to 
determine whether or not controlled fluorida- 
tion would give us the same results that obtain 
in communities where the fluorine is natu- 
rally present in an optimum concentration, 
1.0 to 1.5 parts per million. 


The results of all these pilot studies or pilot 
operations have been uniformly positive. They 
all demonstrate that the full benefits of flu- 
orided drinking water accrue only to those 
children who use the drinking water from 
birth. But, they also show that those children 
born before water fluoridation is begun re- 
ceive substantial benefits. Only the results of 
the Grand Rapids project, which was under- 
taken by the Public Health Service in co- 
operation with the Michigan Department of 
Health, will be shown here in some detail. 


The top line of Chart 1 shows the amount 
of tooth decay that school children in Grand 
Rapids had in 1945 prior to fluoridation of 
the drinking water supply. This line is for 
decay in the permanent teeth only. It repre- 
sents the average number of decayed, missing, 
and filled permanent teeth, per child, by age. 

Note that the 16-year-old children of Grand 
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Rapids in 1945 had about 14 carious, that is, 
decayed, missing, or filled permanent teeth. 
The bottom line is for Aurora, Illinois, where 
the drinking water supply naturally contains 
1.2 parts per million of fluorine, an optimum 
amount. Note the Aurora children age 16 
had only five decayed permanent teeth, rough- 
ly one-third as many as the 16-year-olds in 
Grand Rapids. 


The center line shows the tooth decay rates 
for Grand Rapids children six years after 
water fluoridation started. Now in order to 
understand this line it must be clear that 
prior to these fluoridation studies it was evi- 
dent that only children born and reared on 
fluoride drinking water would obtain the full 
benefits. Therefore, all we had a right to ex- 
pect in Grand Rapids in 1951, six years after 
fluoridation started, was that the six-year-olds 
and younger children would have the same 
decay rate as the six-year-old and younger 
children living in Aurora. After all, the 
seven-year-olds were one year old at the 
time fluoridation was started. The eight-year- 
olds were two, the nine-year-olds were three, 
and soon. You will note in the figure that not 
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only have the full benefits accrued to the five- 
and six-year-olds but appreciable benefit has 
accrued to older children also. For example, 
from seven through eleven years of age, the 
tooth decay rates of the 1951 Grand Rapids 
children are already more than half way down 
to the level of the Aurora line. 


Now this trend in results is true of every 
one of the fluoridation projects that got under 
way during the past six-year period (Table 
1).58-45 It is true of the findings at Newburgh, 
New York; at Brantford, Ontario; at Sheboy- 
gan, Wisconsin; at Marshall, Texas; at South- 
bury Training School in Connecticut; at 
Evanston, Illinois; and at Lewiston, Idaho. 
There are those, however, who insist that these 
findings are only preliminary, that they are 
not conclusive, presumably because the tooth 
decay rates for Grand Rapids children seven, 
eight, nine, and ten years old or older are not 
yet down on the Aurora line. To expect they 
would be is fantastic. In fact, it would be 
expecting the impossible. The 1945 ten-year- 
old children of Grand Rapids, for example, 
already had five decayed permanent teeth, the 
same number as the 16-year-olds in Aurora. 
If we were to require the Grand Rapids 16- 
year-olds today to have only what the ten- 
year-olds had in 1945, that would mean that 
fluorided drinking water would have to stop 
tooth decay in these children dead in its 
tracks. No one makes that claim. The only 
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claim that is made, the only one that has a 
sound basis, is that the full benefits of fluor- 
ided drinking water accrue to those children 
who use the water from birth, and the benefit 
is not complete elimination of tooth decay. 
It is a two-thirds reduction, and the benefits 
accruing to children who are older at the 
time fluoridation is begun diminishes with 
increasing age. 

Chart 2 shows what has happened to the 
decay rates in the deciduous or baby teeth of 
Grand Rapids children during the first six 
years of water fluoridation. These are the re- 
sults of examinations of preschool as well 
as school children. Again, all we had a right 
to expect after six years of water fluoridation 
is that the deciduous teeth of the Grand Rap- 
ids four-, five-, and six-year-olds would have 
the same decay rates as those of Aurora chil- 
dren. Note that this is essentially true, but 
in addition there is an appreciable reduction 
in the tooth decay rates in the deciduous teeth 
of children who are seven years old and older. 
This finding in the Grand Rapids study. is 
also common to the findings of the other 
studies. 

It was this uniformity of results in the pilot 
operations which led the Surgeon General to 
state in his testimony before the Senate sub- 
committee on health: 


“During the past year our studies progressed to the 
point where we could announce an unqualified en- 


POST-FLUORIDATION DENTAL CARIES REDUCTIONS 


Fluoridation Age Per Cent Caries 

Place Date Started Report Period Group Reduction 
6 49.8 DMF 
Evanston, Ill. February, 1947 After 12-13 months 7 32.5 DMF 
8 22.3 DMF 
6 47.0 DMF 
Marshall, Texas May, 1946 After 29 months all school ages 23.0 DMF 
Newburgh, N. Y. May, 1945 After 4 years 6-12 33.0 DMF 
7 58.0 DMF 
Lewiston, Idaho June, 1947 After 3 years 8 35.0 DMF 
Kdgn. 46.0 DEF 
Sheboygan, Wis. March, 1946 After 414 years 4th grade 31.0 DMF 
6 56.0 DMF 
Brantford, Ont., 8 43.0 DMF 
Canada June, 1945 After 54 months 12 22.0 DMF 
14 20.0 DMF 

Caries experience is con- 
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dorsement of the fluoridation of public water supplies 
as a mass procedure for reducing tooth decay by two- 
thirds.’”’46 

Now for some of the objections to water 
fluoridation. First, there is the common charge 
that water fluoridation is mass medication. To 
those of you who may be over concerned with 
the term “mass medication,” assurance can be 
given that this is not mass medication. Mass 
medication, or therapy, means treatment. No 
one contends that water fluoridation treats 
tooth cavities present in the mouth before or 
after fluoridation. The procedure is wholly a 
preventive measure, not a treatment measure. 
It can no more be considered a treatment 
measure for tooth decay than the chlorina- 
tion of water supplies would be considered 
a treatment measure for a case of typhoid 
fever, or adding iodine to salt would be a 
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treatment measure for goiter. Both of the 
latter are well established preventive meas- 
ures, water chlorination for preventing ty- 
phoid and other enteric diseases, and iodized 
salt for preventing thyroid disease. Further- 
more, fluorine is a normal constituent of a 
large number of public drinking waters in 
this country, ranging in concentrations from 
merely a trace, that is, one-tenth part per mil- 
lion or less, through the ideal range of 1.0 to 
1.5 parts per million, and on up to amounts 
that are definitely excessive. Thus, controlled 
fluoridation should not be viewed as adding 
something foreign to drinking water sup- 
plies, but rather as a procedure for controlling 
the concentration within the limits of the 
optimum range, that is, 1.0 to 1.5 parts per 
million. More than three million people in 
this country alone live in communities where 
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the natural fluoride concentration is 1.0 ppm. 
or more.*? 

Another common charge is that fluoridation 
is adding poison to our water supplies. It is 
adding fluorides in optimum amounts. It is 
no more a procedure for adding poisons to our 
water supplies than is adding chlorine to water 
or iodine to salt. Both chlorine and iodine, 
as well as fluorine, when taken in excessive 
quantities are poisonous. In fact, very few 
things we eat or drink today do not have 
deleterious effects when taken in excess. We 
all know the benefits of vitamin D and of its 
widespread use for the prevention of rickets, 
yet it is well known that massive doses of 
vitamin D may have toxic effects. 

Another caution, another reason given for 
withholding fluoridation is that because of 
the variability of the water intake of individ- 
uals there is danger of some children getting 
mottled enamel. This danger is no more 
present in controlled water fluoridation than 
it is in communities where there is naturally 
1.0 part per million of fluorine in the water 
supply. In such communities there is no 
mottled enamel of esthetic consequence, and 
these communities, too, have children who 
vary in their water intake; so that the level of 
1.0 part per million has been established after 
extensive experience with its effect on humans. 

There are those who suggest that the bene- 
fits of fluorides might be obtained through 
other measures, such as adding it to milk, to 
bread, or to other foods. And, strange as it 
may seem, many of the advocates of these sub- 
stitute vehicles are those who claim it is 
toxic when added to water. In this connec- 
tion, it is well established that the intake of 
these foods is far more variable than the in- 
take of drinking water. It is also well estab- 
lished that the absorption of fluorides from 
food is markedly less than from water. Exten- 
sive epidemiological and laboratory investi- 
gations clearly indicate that water is the ve- 
hicle of choice. 

It has also been suggested that since only 
a small fraction of the fluorided drinking 
water is used for drinking purposes, the 
test is wastage. This is true. It is also true 
of chlorinated water. There is no reason for 
chlorinating the water that you use on your 
lawns, that you use to wash your car, or that 
is used for most industrial purposes, but it 
has been found much more practical to chlo- 
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rinate all the water supply than to have sepa- 
rate water systems. The same is true of water 
fluoridation. It is particularly true in view of 
the fact that the annual cost per person will 
range from five to fourteen cents. And this 
cost covers fluoridation of all the water, not 
just that which we drink. Pointing to wastage 
implies that the cost is prohibitive. It is any- 
thing but prohibitive. 

The principal consideration today then is: 
can a community afford to continue to use its 
present water supply for drinking purposes 
without fluoridation? For every day that water 
fluoridation is postponed we continue to ac- 
cept three times as many decayed teeth for to- 
morrow’s children as they need have. Further- 
more, for less than the price of filling one 
tooth cavity we can now pay for fluoriding 
the water supply of a person throughout his 
lifetime. 


There are many reasons given for not fluor- 
iding the water supply, but a careful detailed 
examination of the voluminous literature on 
the subject does not reveal one whit of evi- 
dence in support of these objections; that is, 
when the discussion is limited to a consid- 
eration of the fluorine concentration recom- 
mended for controlled water fluoridation. Of 
course, some of the objections are merely 
forms of procrastination, and are used to post- 
pone the process through misunderstanding 
or misinformation. One of these, with which 
I know you are familiar, is that the fluoride 
salt is unobtainable because of a shortage of 
supply. Suffice it to say that the potential 
sources of fluorides in this country are far 
in excess of the needs for fluoriding all the 
water supplies; and by potential sources I am 
referring only to those fluorides now going 
off in the smokestacks of industrial plants 
manufacturing fertilizers from rock phosphate. 
It seems unreasonable to expect that the sup- 
ply will be there at the beck and call of a 
demand that is maintained in the potential 
stage. When the demand becomes real, I am 
sure that the supply will come. In this con- 
nection the Office of Price Stabilization re- 
cently granted a price increase on sodium flu- 
orosilicate in order to induce manufacturers 
of fertilizers to manufacture sodium fluoro- 
silicate as a by-product.*s 

Here in the state of Texas you have had 
more than your share of experience with the 
effect of ugly, unfounded rumors on efforts to 
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bring to your people the remarkable benefits 
of water fluoridation. I refer of course to the 
rumor that experimental evidence suggested a 
direct relationship between fluorides in the 
drinking water and the incidence of breast 
cancer. Although the rumor was tracked down 
and found entirely baseless by competent sci- 
entific authorities, including several from our 
own National Institutes of Health, the rumor 
had its profound psychological effect? It 
completely neutralized the efforts of your 
State Health Department and your State Den- 
tal Association to promote early and effective 
utilization of controlled water fluoridation in 
the fight against tooth decay. 

Here in Texas you have more than 900 com- 
munity water supplies. Some of these com- 
munity supplies are blessed by nature with an 
optimum fluoride concentration. Others have 
excessive fluorides. But the great majority 
require controlled fluoridation. You have only 
three in operation, Marshall, Iowa Park, and 
Corpus Christi. The job ahead of you is a 
tremendous undertaking. And to do the job 
in a reasonable time, two or three years, will 
require not only the wholehearted efforts of 
the dental and medical professions but that 
of sanitary engineers, chemists, and water 
works operators, and also the active support 
of the citizens of the state. But when one 
dollar expended for controlled fluoridation 
will prevent the need for an expenditure of 
sixty to seventy dollars for dental care, I am 
sure you can count on an informed public to 
make the necessary investment, and particu- 
larly since the returns on the investment will 
include a manifold improvement in the dental 
health status of that part of the population 
served by public drinking water supplies. 
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DISCUSSION (Abstract) 


Dr. Edward Taylor, Austin, Tex.—I should like 
strongly to support Dr. Knutson’s statement that en- 
dorsements by authentic and scientific groups “were 
given after careful detailed examination of the sub- 
ject by competent members and expert consultants 
with broad scientific training and experience in all 
phases of fluoride chemistry and toxicology.” It is no 
exception, however, that in practically all new public 
health measures, there have been skeptics who, in the 
beginning have endeavored to use every means to dis- 
credit them. A few illustrations of this fact were the 
fights on water chlorination, some thirty years ago. 
Actually, in the beginning, the advocates of water 
chlorination were almost crucified, but today its use is 
practically universally accepted throughout the world. 
Such has been the case with numerous other public 
health measures such as many of the outstanding im- 
munization measures including smallpox vaccination. 
Even the bathtub was challenged and fought no longer 
ago than the 1870's. 

There are something more than one hundred cities 
in Texas alone whose water supplies contain fluoride 
concentrations of more than 1.5 parts per million: 
some of them with concentrations as high as 8.0, 10.0 
or more parts per million. In none of these cities 
has there appeared evidence of any deleterious effects 
in humans other than the mottling of the enamel of 
the permanent teeth where the fluoride concentration 
is excessive. 

Critical examination of the data in the cities where 
controlled fluoridation has been instituted will reveal 
that all indications are that the tooth decay rate will 
be reduced by approximately two-thirds. Since the 
tooth decay rate in nonfluoride areas usually is from 
eight to fourteen or more decayed teeth per child, and 
since dental caries is a disease of the human organism, 
and since there appear to be no harmful physiological 
effects from its use in proper amounts, we can see no 
justification for failure to adopt this measure on a 
universal scale. It should be borne in mind that the 
gteatest benefits of the use of fluoride in water are to 
the young child, from birth to about ten or twelve 
years of age. Therefore, the state department of health, 
the Public Health Service, the American Dental Associ- 
ation and other reputable groups, feel that further to 
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postpone the approval and recommendation of this 
measure would be but to penalize the children of 
today insofar as dental health is concerned. 


After nearly four years of withholding our approval 
and recommendation, but with the accumulated evi- 
dence and data of authentic organizations, the State 
Department of Health has wholeheartedly approved 
and recommended the use of this public health meas- 
ure for the prevention of the most prevalent disease 
of mankind, tooth decay, which may have a tremendous 
bearing on the health and well being of the popu- 
lation. 


I have noted from my friend Dr. Knutson’s paper 
that he has given strong and repeated emphasis to 
the study on water fluoridation at Grand Rapids which 
is being done by the United States Public Health 
Service in collaboration with the Michigan State De- 
partment of Health. I have further noted that he 
gave very little mention of our similar study at Mar- 
shall, Texas. We are sure that Dr. Knutson has learned 
that Texas can stand alone, although we fully appre- 
ciate the collaboration and assistance of the Public 
Health Service and other investigators in this field of 
water. May we soon see the day when fluoridation of 
water is universally accepted throughout the country. 


TRENDS INFLUENCING POST- 
GRADUATE MEDICAL 
EDUCATION* 


By Roscoe L. Putten, M.D.+ 
Houston, Texas 


The term “‘postgraduate medical education” 
has long been confused, and used interchange- 
ably, with the term “graduate medical educa- 
tion.” The tendency exists to consider post- 
graduate medical education as embracing edu- 
cational activities which elevate the level of 
medical practice of the physician after he has 
received the degree of Doctor of Medicine. 
Partial fulfillment of the requirements for an 
advanced university degree is of secondary or 
no interest. 

There are certain inherent difficulties in 
this definition of postgraduate medical educa- 
tion. For instance, the place of the internship 
as an educational experience becomes some- 
what anomalous for the interns who have 
graduated from schools of medicine which 


*Read in Section on Medical Education and Hospital Train- 
ing, Southern Medical Association, Forty-Fifth Annual Meet- 
ing, Dallas, Texas, November 5-8, 1951, one of a Symposium 
on A Decade of Medical School and Hospital Relationships. 

*From the Division of Graduate Medicine, Tulane University 
of Louisiana School of Medicine, New Orleans, Louisiana. 

t+tNow Dean and Professor of Medicine, University of Texas 
Postgraduate School of Medicine, Houston, Texas. 
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withhold the degree of Doctor of Medicine 
until the completion of the internship. Fur- 
thermore, several schools of medicine encour- 
age registration in a degree program as being 
an educational process in postgraduate medi- 
cal education, irrespective of the field of 
endeavor. On the other hand, the term 
“graduate medical education” infers that the 
physician is pursuing organized studies in an 
advanced degree program under university 
auspices. This definition implies that grad- 
uate medical instruction be limited to teach- 
ing hospitals affiliated with a medical school; 
it fails to include the large number of educa- 
tional activities conducted in nonteaching 
hospitals, by medical societies or other spon- 
sors. By loose interpretation, interns, residents 
and departmental fellows within teaching hos- 
pitals are frequently considered to be engaged 
in graduate medical education, though the 
point may be raised that such educational 
training differs little or not at all from post- 
graduate instruction offered to other physi- 
cians. Perhaps this confusion of terminology 
could be clarified if “postgraduate medical 
education” were to be adopted as the over- 
all term, and then modified according to the 
purposes to which it is applied, to wit, spe- 
cialized postgraduate medical education, gen- 
eral practice postgraduate medical education, 
and the like. 


Discussion of the term “postgraduate medi- 
cal education” is useful in the sense that it 
points out the complexities and variations of 
such instruction. Argument concerning the 
pros and cons of “graduate” as opposed to 
“postgraduate” medical education becomes 
fruitless unless the objectives of such instruc- 
tion are defined, at which point it will usually 
be found that a surprising similarity and 
overlap (if, indeed, there is any difference at 
all!) between the two fields is apparent. Some 
seek to circumvent this confusion of termi- 
nology by adoption of postgraduate or post- 
doctoral medical education as the over-all 
term; whereas others propose the term “con- 
tinuing” medical education as a more ex- 
pressive substitute, thus advancing the concept 
that the physician is always continuing to 
learn throughout the years of active practice. 
It is in this sense that the term “postgraduate 
medical education” will be used throughout 
this article, that is, those educational activities 
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which are designed to improve the level of 
medical practice of the practicing physician. 
No attempt will be made here to discuss the 
problems of physicians enrolled on a full-time 
basis in specialized postgraduate medical in- 
struction, for example, interns, residents, clini- 
cal fellows, teaching fellows, research assistants 
and the like. The problems of this latter 
group are too varied to warrant inclusion in 
this discussion. 


TRENDS INFLUENCING POSTGRADUATE 
MEDICAL EDUCATION 


Postgraduate medical education must from 
necessity keep abreast of certain social changes 
which influence the practice of medicine. 
These will be discussed briefly. 

Changes in Physician Population—One of 
the most significant changes affecting post- 
graduate medical education is the rapid 
growth of specialists, accompanied by a de- 
cline in general practitioners. During the past 
ten years, specialists have increased from 
28,018 to 54,891, a 98 per cent increase in 
specialists.1 Of this number of specialists, 
37,450 (68 per cent)* are certified by one of 
the nineteen American boards.? The number 
of general practitioners for the past decade 
has decreased from 109,670 to 95,526, as of 
today, a 13 per cent decrease in general prac- 
titioners. During this period there has been 
an over-all increase of all physicians of 19 
per cent (169,628 to 201,277).t Information 
concerning the educational background and 
attainments of the candidates who have quali- 
fied for examination by the American boards 
is not available for analysis; however, it seems 
reasonable to assume that postgraduate medi- 
cal education will need to concern itself with 
two fields: continuing education designed for 
the specialist as contrasted with that designed 
for the general practitioner. 

Pedagogic difficulties are immediately pre- 
sented by this shift in the ratio of specialists 
to general practitioners. In general, the spe- 
cialist has established patterns of continuing 
medical study: his field of instruction can be 
more sharply defined; he can take leave from 


*On June 30, 1951, 44,878 physicians had been certified by 
the nineteen boards in operation. These figures represent 
total number of certificates issued and do not represent 
number of living specialists. 

+On December 15, 1950, 209,040 physicians were licensed to 
practice medicine within continental United States. 
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his practice for short periods of time without 
undue hardship to his patients; the spirit of 
comradeship and fellowship with his col- 
leagues, which is important in postgraduate 
medical education, is high; and there is the 
stimulus of competition amongst his fellows. 
In contrast, the general practitioner, deluged 
as he is by the large volume of patients who 
must be seen daily, has no established pat- 
terns of study. The field of general practice 
cannot be defined nor delineated clearly, 
hence the instruction is spotty and incom- 
plete; and attendance at postgraduate courses 
is accompanied by economic and professional 
hardships arising from the neglect of his prac- 
tice. Frequently the general practitioner, 
especially as he grows older, feels lonely and 
out of place in the modern university medical 
school with its newer sciences and termi- 
nology, and especially its tendency to favor 
specialization. 

It is possible that the ratio of specialists to 
general practitioners may undergo further 
changes within the next decade. Student polls 
taken for the past three years by the Council 
on Medical Education and Hospitals of the 
American Medical Association indicate that 
the percentage of students planning to enter 
general practice has increased from 36 to 47 
per cent, and that the number of students 
planning to specialize has decreased from 36 
to 31 per cent.? It is difficult to account for 
these shifts in the intentions of the students, 
but it should be remembered that many 
schools are deliberately emphasizing the choice 
of general practice as a lifelong endeavor to 
the undergraduate medical student. At pres- 
ent, 54 medical schools have courses designed 
to interest students in general practice; 19 
schools conduct preceptorships in general 
practice; 25 schools sponsor general practice 
internships in their affiliated teaching hos- 
pitals; and 19 schools present general practice 
residencies.* 

Changes in Society. Increase in Longevity. — 
Two thousand years ago, the average life 
span was 25 years; in 1900, it was 49 years; 
in 1950, the life span of white American men 
was nearly 67 years as contrasted with 70 years 
for white women.5® Values for the colored 
Taces are less favorable but demonstrate simi- 
lar trends towards greater longevity. Today, 
approximately 14,000,000 people, or 9.2 per 
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cent of the American population, are past the 
age of sixty years, of whom 10,000,000 have 
reached age sixty-five or more.? This number 
is increasing steadily. The care and manage- 
ment of this aging population, and its attend- 
ant disorders are fast becoming major prob- 
lems in medical practice. This increase in the 
aged has brought into sharp relief the de- 
generative diseases, such as cardiovascular dis- 
orders, cancer, cerebrovascular accidents, the 
widespread effects of arteriosclerosis and the 
like for which effective methods of prevention 
and treatment have not been developed. The 
result is an increasing demand for medical 
care, intensification of diagnostic efforts with 
the obvious increases in laboratory, roent- 
genographic and other technical expenditures, 
and less dramatic and unsatisfactory thera- 
peutic responses. Simultaneously, problems 
have developed in the fields of hospitaliza- 
tion, rehabilitation and leisure; in adjust- 
ments to retirement, to lowered economic 
levels, to welfare benefits, in public health 
and in politics. The physician in active prac- 
tice attending the aged is confronted with 
sociologic and economic problems which are 
covered inadequately, if at all, by the average 
undergraduate medical curriculum. Studies 
of these problems are of paramount impor- 
tance to postgraduate medical students. 
Shifts of Population from Rural to Urban 
Communities—Another sociologic trend 
which has exercised a profound influence 
upon medical practice is the increasing ur- 
banization of modern society. Fifty years ago, 
the population of the United States was pre- 
dominantly rural; today, it is estimated that 
an excess of 64 per cent of the American 
people live in urban areas.* Gone, perhaps 
forever, are the days when the physician pos- 
sessed an intimate knowledge of the patient, 
his home, his family, his vocation, his en- 
vironment, and his psychologic adjustments 
thereto. The physician practicing in urban 
areas has access to modern community hos- 
pitals, elaborate laboratory and radiologic fa- 
cilities, expert consultations, up-to-date medi- 
cal libraries and other external services which 
enhance the quality of medical practice. By 
the same token, the urban physician confronts 
illnesses peculiar to urban life, such as greater 


*On April 1, 1950, the Bureau of the Census estimated that 
the urban population of United States totaled 95,892,000; the 
tural population, 53,964,000 persons. 
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traumatic conditions, a higher incidence of 
psychosomatic and psychiatric disorders, in- 
creased transmissability of communicable dis- 
eases, and the like. Moreover, the physician 
practicing in congested areas meets many 
problems, such as traffic, limitations on time, 
distances to be travelled, overhead for office 
operation, commitments for community activi- 
ties, hospital and other scientific meetings, 
which modify the nature of his private prac- 
tice. These illustrations should suffice to in- 
dicate the subtle changes in medical practice 
which may be attributable to urban life and 
need consideration in postgraduate medical 
education. 

Geographic Mobility of Our Population.— 
Since the early part of World War II, an 
appreciable shift in the population of the 
American people has been taking place, stimu- 
lated by the disruptions of war, the locations 
of industry, technological progress in agricul- 
ture and in industry, the development of 
labor unions and similar organizations, and 
other factors too numerous to analyze here. 
This movement has brought about increases 
in population in some areas and decreases in 
others. The population of the western states 
in particular has undergone a phenomenal 
rate of growth during the past decade. Thus, 
between 1940 and 1950 the population of 
Nevada increased 45 per cent, Arizona 50 per 
cent, and California 53 per cent. On the other 
hand, North Dakota, South Dakota, Nebraska, 
Kansas, Oklahoma, Arkansas, Mississippi and 
Vermont have experienced population re- 
verses during the recent past. The geographic 
mobility of our population has influenced not 
only the economic and sociologic conditions 
prevailing in each community but has also 
affected the nature of medical care, both 
locally and over larger areas. Postgraduate 
medical education must take cognizance of 
these shifts in population and pattern accord- 
ingly the forms of instruction best suited for 
local needs. 

Greater Incidence of Chronically Ill and 
Incurable Patients—In a sense this is related 
to the increase of the aged among our popula- 
tion. However, separate designation is indi- 
cated by virtue of the fact that the chronically 
ill are to be found among all age groups. It 
is not necessary to discuss the reasons for the 
growth of the chronically ill and the incurable 
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among our population, but the influence of 
this group upon the nature of medical prac- 
tice is worthy of emphasis. Among the points 
which should be cited are: the shortages of 
hospital beds and the increasing costs of hos- 
pitalization; the rising costs of medical care; 
the scarcity of nurses; the varying interest of 
volunteer groups to assist with bedside care; 
insufficient number of skilled physiotherapists 
and others capable of contributing to re- 
habilitation programs; the meager economic 
resources available to finance medical care for 
this group; insufficient knowledge and per- 
haps disinterest on the part of many in the 
problems peculiar to the chronically ill and 
the incurable; and the inability of many fami- 
lies to care for their own beyond the stage of 
an acute illness. 


Postgraduate medical education should not 
only emphasize these shortcomings as they 
relate to instruction in each field but should 
also stimulate research in the care of the 
chronically ill. For example, the experiences® 
at the Montefiore Hospital of New York City 
indicate that the supervised home care of the 
chronically ill by the hospital staff costs 
approximately 25 per cent of the amount that 
hospitalization would have cost. Such extra- 
mural extension of hospital services not only 
enlarges the conception of the modern com- 
munity hospital but opens new avenues of 
approach to the problems of the chronically 
ill and the incurable. It is to be hoped that 
additional studies concerning the care and 
the socio-economic improvement of the chron- 
ically ill and the incurable will be forth- 
coming, particularly those relating to home 
care programs supervised by physicians, medi- 
cal societies and community organizations. 

Alterations in the Family as a Unit in 
American Life—One of the most profound 
influences upon the nature of medical prac 
tice has been the trend towards smaller fami- 
lies and poorer accommodations for the care 
of the sick within the home. With the shift 
from rural to urban existence, some American 
families can be likened to modern diiff 
dwellers in steel apartment buildings. The 
housing problem for many American families 
remains acute; frequently there are few facili- 
ties for the care of the aged, the chronically 
ill and, many times, the acutely il] within the 
average home. Moreover, the need for gainful 
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employment often takes active members of 
the family away from the home during a con- 
siderable portion of the day. About 30 per 
cent of all workers in the United States are 
women, of whom one-half or 9,000,000 are 
married. Under these circumstances, it is 
natural perhaps for the average family to look 
to some outside agency for hospitalization or 
domiciliary care of the sick. This type of 
thinking has influenced the nature of medical 
practice, and these influences demand con- 
sideration and analysis by all agencies inter- 
ested in postgraduate medical education. 

Other changes in the American family have 
a more direct bearing upon the nature of 
medical practice. The upswing of marriages 
since 1940, the decrease in relative frequency 
of the number of widowed, divorced, or sep- 
arated persons, and the continued decline in 
mortality have raised the number of Ameri- 
can families to a record high.!° Throughout 
the past decade, the birth rate in the United 
States has not only reached an unexpectedly 
high level but as yet shows little tendency to 
decline. The birth rate for the postwar peak 
of 1947 was one and one-half times that re- 
corded for the immediate prewar period, 
1937-1939.11 Clearly pediatric practice is in 
the ascendancy and is likely to be so for the 
next several years, and the influence of this 
change in our population upon obstetrical 
and gynecological training in postgraduate 
medical education is so obvious as not to 
warrant further discussion. 

Changes in Medical Practice—To keep 
abreast of the socio-economic influences dis- 
cussed above, the nature of medical practice 
will continue to undergo diverse, subtle 
changes, each of which are designed to in- 
crease the efficiency of medical practice. List- 
ing of some of these changes in medical prac- 
tice will illustrate the necessities for revising 
our concepts of postgraduate medical educa- 
tion if the latter is to meet the challenge of 
contributing to the educational attainments 
of the practicing physician. 

Growth of Prepayment Insurance Pro- 
grams.—It is estimated that during 1950 more 
than one-half of the American people were eli- 
gible for professional services or cash benefits 
from various and diverse programs of medical 
care. At the end of 1949, 25,000,000 persons 
were eligible for programs of public medical 
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care, 66,000,000 for voluntary medical care in- 
surance plans, and 40,000,000 were covered by 
workmen’s compensation laws.!* These figures 
denote eligibility for certain programs and 
should not be added to determine the total. 
Expressed differently, during 1949 approxi- 
mately 66,040,000 people had hospital expense 
coverage, 41,143,000 surgical coverage, 16,862,- 
000 were protected by medical expense plans, 
and 34,136,000 persons were protected against 
loss of income.1® More than 93 per cent of 
the hospital expense plans and practically all 
of the medical and surgical expense plans 
have developed during the past decade." 
Knowledge of the operation of these programs 
is imperative for the private practice of medi- 
cine and instruction along these lines should 
be pursued in both postgraduate and under- 
graduate medical education. Moreover, the 
practicing physician must comprehend the 
sociologic factors, such as the need for in- 
creased income of the aged, the need for pre- 
payment insurance programs for individuals 
as well as for groups, provisions in the exist- 
ing programs for persons past sixty-five years 
of age, and increased protection against fi- 
nancially catastrophic illness, which will effect 
changes in the rates and methods of prepay- 
ment insurance programs.?? 14-17 


Other implications to be derived from the 
rapid growth of prepayment insurance pro- 
grams have a more direct bearing upon the 
methods and the nature of postgraduate medi- 
cal education. These include such factors as 
the definition of a teaching patient, the prin- 
ciple of a closed staff for the teaching hos- 
pital, the role of the outpatient department in 
the over-all teaching program, the ratio of 
general practitioners versus specialists on the 
attending staff of the teaching hospital, the 
conflict of professional decisions and methods 
of medical care operative within the teaching 
hospital, whether the medical school faculty 
may practice medicine collectively or indi- 
vidually in order to maintain an adequate 
flow of patients essential for teaching and the 
ethical considerations pertaining thereto, the 
use and abuse of hospital beds for domiciliary 
care of the chronically ill or the incurable 
with little consideration of the teaching value 
of such patients, variations in the expiration 
clauses of the diverse prepayment insurance 
programs, modifications of fee schedules with- 
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out regard to professional skills or time in- 
volved in patient care, the necessity for main- 
taining additional biographical statistics in 
the hospital records and a subsequent increase 
in secretarial staff for the purposes of com- 
pleting the insurance forms for payment, the 
conflicting interests between medical care and 
clinical investigation or research, and many 
others too numerous and trivial to mention. 
It would appear that the growth of prepay- 
ment insurance programs will have a pro- 
found impact upon the clinical teaching of 
the future and we can do no better than to 
quote the comments of the Panel of the Asso- 
ciation of American Medical Colleges on Pre- 
paid Medical Care Plans in Relation to Medi- 
cal Education: 

“(1) The round-table group felt that the gradually 
increasing number of individuals protected by prepaid 
medical care plans, voluntary, compulsory, Veterans 
Administration, or of welfare nature, has reduced and 
will continue to reduce the number of patients in 
public hospitals who seek care at the hospital or clinic 
because they cannot pay fees to private physicians. 
There is an ever-increasing number of individuals, 
even in welfare programs, whose benefits permit the 
free choice of physician. 

“(2) It is obvious that if schools are to maintain 
proper supervision of clinical departments in public 
teaching hospitals, that such prepayment plans, par- 
ticularly tax supported welfare plans, should permit 
freedom of choice of a clinic or public hospital manned 
by a teaching faculty, as well as freedom of choice of 


a private physician. 


“ (3) It is necessary for medical schools and clinics 
to be in a position to accept the traditional policy of 
many teaching hospitals and schools of turning away 
all individuals whose care is covered by themselves or 
by prepaid programs. 

“(4) Teaching can be done on medically solvent, as 
well as on medically indigent, providing we do an 
effective task of educating the public as to the kind 
of medical care available under the supervision of the 
medical faculty. The ‘bug-a-boo’ of the teaching pa- 
tient as a guinea pig in the eyes of the patient, the 
student, the physician, and so forth, must be overcome, 
and the advantages of care in a teaching institution 
emphasized. 

“(5) Prepaid medical care for all implies conflicts 
with the medical profession for fees for services. Here 
problems must be faced frankly, discussed freely, and 
worked out effectively with the local, county and 
state medical organizations. Thus, the problem of 
education within our own professional group is an 
essential factor in the solution of this problem. 

“ (6) There is a need for medical schools to be more 
positive in their public relations approach to problems 
of this nature. 

“(7) At present, prepaid medical care programs are 
obligated to pay a physician, not a clinic. When the 
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physicians within a clinic group are paid fees for 
medical care and such fees then turned over to hos- 
pital or school by full-time staff, internal revenue in- 
come tax problems arise. With internal revenue being 
increasingly critical and scrutinizing all aspects of in- 
come, this problem will have to be carefully analyzed. 

“(8) The attitude of the staff is largely responsible 
for determining who is a teaching patient. The in- 
creasing prepaid medical care plans obviously imply 
that private patients must become more widely used 
as teaching patients. Here staff attitude and student 
approach, based on proper preparatory training, pa- 
tient and public education must all be emphasized. 
Actually, the use of the private patient should prepare 
students better for practice. It will require the maxi- 
mum use of tact, good judgment and consideration as 
an immediate part of training. 

“(9) The use of the teaching clinic for referral as 
a diagnostic or therapeutic center with referral back 
to physicians with complete reports emphasized should 
serve to strengthen the relationships between a teach- 
ing faculty and the outlying profession. 

“(10) It was suggested that lessons might be taken 
from the dental school clinic pattern. Such schools 
take only the patients needed for certain teaching 
experiences, only one quality of care is given—the best. 
If the patient comes with a condition not of teaching 
interest, the patient is not taken, but is referred else- 
where. It was pointed out that this can be done more 
readily in a private teaching hospital than in a public 
supported teaching hospital. 

“(11) Concern was expressed over the fact that not 
many present graduates and large numbers of physi- 
cians have adequate knowledge regarding prepaid 
medical care plans, their simple business aspects and 
implications, and that there is need to give recognition 
to basic information in this area as a responsibility of 
medical education.” 


Industrial and Group Coverage.—In the 
strictest sense, this category could be included 
with the above as a form of prepayment in- 
surance program, but it is listed separately for 
the purpose of emphasizing the number of 
patients now incorporated into an industrial 
or group plan of coverage which may or may 
not permit free choice of private physicians. 
It also focuses attention upon the number of 
physicians interested in various phases of in- 
dustrial medicine and for the need of addi- 
tional postgraduate medical education in this 
field. At present, about 2,000 physicians en- 
gage in industrial practice on a full-time basis 
and the Council on Industrial Medicine of the 
American Medical Association estimates that 
1,600 more industrial physicians are needed 
to meet the defense needs of our country. 
Unfortunately, few physicians are pursuing 
postgraduate training in this field, although 
six medical schools and the several schools of 
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public health offer excellent courses in indus- 
trial medicine. 


Multiphasic Screening Technics—For the 
most part, the emphasis of undergraduate 
medical education is upon individual diag- 
nosis and therapy; the concept!® of multi- 
phasic screening introduces a group approach 
to the management of disease. It also intro- 
duces new concepts of preventive medicine, 
analyses of diagnostic technics, and research 
in methods of diagnosis and therapy which 
will enhance the quality of medical practice. 
Widespread use of multiphasic screening tech- 
nics is bringing to light certain incipient or 
asymptomatic conditions, the effective man- 
agement of which poses a fascinating problem 
in medical practice. Equally important, multi- 
phasic screening technics leave certain gaps or 
“blind” spots in diagnosis and therapy which 
must be considered impartially by the prac- 
ticing physician, as well as by those inter- 
ested in postgraduate medical education.” 

Public Health—As the communicable dis- 
eases, nutritional disorders and other condi- 
tions are brought under control, the field 
of public health has expanded into other 
horizons, such as mental hygiene, industrial 
health, maternal and child welfare, problems 
of the aged, hospitalization, medical care pro- 
grams, and the like. It is virtually impossible 
to delineate the ramifications or the limita- 
tions of the public health worker of today,?! 
but there is little question that developments 
in public health have influenced the nature 
of medical practice. The postgraduate medi- 
cal student needs intensive education concern- 
ing the role of public health in his commu- 
nity, what it has to offer, and how it may be 
utilized in conjunction with private practice. 

Laboratory and Roentgenologic Investiga- 
tion.—During the past two decades medical 
practice has emerged from a stage in which 
the history and the physical examination 
formed the major portion of the patient's 
diagnostic survey. Potent drugs have been 
added to the physician’s armamentarium. 
With each medical advance, the role of 
prompt and accurate diagnoses has taken on 
increasing importance. These considerations 
have exerted a profound influence on medical 
practice and must be analyzed critically in all 
phases of postgraduate medical education. 


PULLEN: POSTGRADUATE MEDICAL EDUCATION 761 


The Community Hospital—No inconsider- 
able portion of the physician’s practice centers 
about the community hospital and its facili- 
ties. The postgraduate medical student needs 
comprehension of the factors contributing to 
the increasing costs of hospitalization, the use 
and abuse of the community hospital, the role 
of the hospital in community life,2? and other 
considerations which affect profoundly the 
nature of medical practice in the office, in the 
home and in the hospital. 

Research and Medical Developments.—The 
art and the science of medicine are ever 
changing. It is obvious that the postgraduate 
medical student must be kept abreast of the 
developments in scientific research, he must 
be taught to discriminate, to analyze and to 
evaluate each new discovery and how it may 
affect the nature of his practice. Progress in 
medicine comes slowly, whereas fads in medi- 
cal practice catapult ahead. 

Ancillary or Paramedical Personnel.—The 
nature of medical practice is such today that 
the physician places considerable reliance 
upon the nurse, the dietitian, the labora- 
tory technician, the radiologic technician, the 
medical social worker, the public health offi- 
cer in the fields of sanitation and the like, 
the medical record librarian, the medical sec- 
retary and others. The postgraduate medical 
student needs understanding of the role of the 
paramedical personnel in daily practice, how 
the educational and technical training of this 
personnel influences medical practice. 

Intellectual Development of the People— 
In the past, persons consulted a physician 
whenever anything interfered with their work 
or their comfort. Today, an increasing num- 
ber of patients seek medical attention for 
periodic physical examinations of various 
types, for diagnostic, screening tests or for 
other reasons not related commonly to illness. 
In general, it may be stated that the more 
society knows about health in the broad sense, 
the greater will be the demands for medical 
care of all types. 


Other Factors——There are other changes in 
medical practice which need emphasis in post- 
graduate medical education. These will vary 
from community to community and include 
such factors as the nature and type of medical 
practice, the scope of health programs in the 
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community, the different uses to which the 
services of the physician may be applied, gov- 
ernmental and military requirements, medico- 
legal considerations, the socio-economic de- 
velopment and the facilities for transporta- 
tion and communication within the commu- 
nity, the availability of home nursing, the 
adequacy of institutions for the elderly, the 
incurable or the chronically ill, the proximity 
to larger medical centers for expert consulta- 
tions or other services and the like.?* 
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THE ROLE OF THE MEDICAL SCHOOL 
IN CIVIL DEFENSE* 


By Joun C. Mackenzir, M.D., D.P.H.t 
New Orleans, Louisiana 


I feel that I am here somewhat under false 
pretenses. You will recall that your secretary 
some time ago sent around a circular letter 
asking for suggestions as to subjects to be 
discussed at this meeting, as also the name of 
the person competent to do so. As I was 
rather anxious to obtain some information, 
I suggested this subject, but gave the name 
of Dr. Crosby of Johns Hopkins as the one 
in my opinion best qualified to present such a 
discussion. Things do not turn out the way 
one plans them with the result that unfor- 
tunately I have been elected. 

When it is considered that it is predicted 
that one atomic bomb burst will cause any- 
where up to 60,000 casualties, the thought 
arises that possibly the main purpose of 
organizing for civil defense lies in the help 
and aid such a local organization can give, 
not primarily to themselves, but to other 
locales that may be struck. The local situa- 
tion will be so disorganized that it is felt that 
local organization will be of little avail and 
more will depend upon individual effort in 
the first few hours succeeding the atomic 
blast. The real importance, therefore, lies in 
each community’s organizing its medical and 
hospital forces in order to help neighboring 
communities that may be atom-bombed. 

With this end in view it therefore would 
appear that the medical school, and _par- 
ticularly if it has a hospital attached to it, 
provides a great reservoir of medical grad- 
uates and others who can be allocated to teams 
which will be readily available to move to the 
locale requiring help. Not only have we in 
the medical school a reservoir of professional 
talent, but also there is the medical under- 
graduate body that can be called upon to act 
as scrub nurses, medical technicians, and so 
on, as part of surgical teams, as well as being 
available for the manning of first aid depots. 

Another factor in this preparedness pro- 
gram in which university medical schools 


_ *Read in Section on Medical Education and Hospital Train- 
ing, Southern Medical Association, Forty-Fifth Annual Meeting, 
Dallas, Texas, November 5-8, 1951, one of a Symposium on 
A Decade of Medical School and Hospital Relationships. 
+Director, Touro Infirmary, New Orleans, Louisiana. 


| | 
4 f 
a 
- a 
is 
t 
t 
t 
f 
> 
By 
0 
tl 
| 0 
t 
t 
t 
1 
g 
tl 
0 
e 
f 
h 


1959 


lOOL 


Vol. 45 No. 8 


have the opportunity of playing a most im- 
portant part is that, due to the fact that a 
large number of the staff of the medical 
school are on a full-time basis, it is possible 
for many of them to be granted a leave of 
absence in order to take special courses in 
atomic warfare defense. This is almost an 
obligation of the medical school because it 
is very much easier for a full-time man to 
take a week or two weeks off to attend a 
course than for the busy practitioner no mat- 
ter how anxious he is to do so. Those teachers 
then can come back to the community, and 
through the special knowledge gained, set up 
courses to be given to the local medical pro- 
fession and community volunteers. 


Furthermore, due to the fact that the uni- 
versity medical school has on its staff numer- 
ous specially trained individuals such as 
physicists, biophysicists, chemists, bacteriol- 
ogists, and pathologists, etc., whose special 
knowledge would be of inestimable value in 
the event of atomic and/or biological warfare, 
which is not without the realms of possibility, 
they can undoubtedly be used to the great 
advantage of the affected community. 


Now while it has been stressed that the 
organization of those teams is more with the 
thought of providing service to a community 
other than the community for which the 
teams are set up, still it is undoubtedly true 
that surgical teams will have their function in 
rendering service to an affected community, 
but in order to do so the hospitals in which 
those teams will work, or temporary hospitals 
to be established, must be well clear of ground 
zero. That is to say to be on the safe side, 
located outside of a radius of five miles from 
ground zero. All hospitals should know what 
their crisis expansion will be, as a number 
of patients can be readily evacuated in the 
event of catastrophe so that those suffering 
from the results of atomic blasts may be 
hospitalized. 

The university hospital, therefore, should 
set the pace for the other hospitals. Towards 
this end it is felt that hospitalized patients 
should be continuously surveyed, that is, every 
twenty-four hours with a view to determining 
their medical category. What is meant by this 
is that all hospitalized patients should be 
broken down into three groups: 


(1) Those who on account of their medical 
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condition cannot be evacuated without jeop- 
ardizing life. 

(2) Those who can be evacuated, but will 
require transportation (such as ambulances, 
moving vans, automobiles, fracture cases). 

(3) Those who would fall into the ambula- 
tory classification and could go home under 
their own control. 


For the purpose of designating those three 
categories, colored markers can be used which 
will be placed at the end of the patient’s bed, 
or in the case of private patients, on their 
room door. For category 1, those who cannot 
be evacuated, a red signal; for category 2, 
those requiring some means of transportation, 
a yellow signal; and for category 3, those who 
can go home under their own control, a green 
signal. 

The hospital’s plan should also determine 
which wards or areas will be used for the 
treatment of specific traumas arising out of the 
atomic explosion, and so ahead of time areas 
will be designated as wards for the treatment 
of burn cases, other wards for those suffering 
from mechanical injuries (those two alone it 
is estimated will make up 85 per cent of the 
casualties), and those suffering from shock. 

The wards or areas so determined for the 
treatment of those specific conditions should 
be evacuated of all patients by the moving 
of those who cannot be evacuated into one or 
more wards so emptying other wards for the 
aforementioned purpose. Those areas so des- 
ignated should be stock-piled with the neces- 
sary equipment and medicaments patent to 
the traumas to be treated. 

Now as regards the professional teams, those 
should be for the most part surgical teams, 
and each would have: 


1 general surgeon 
1 assistant general surgeon 


1 nurse (operating room) 
2 technicians 
Other teams would be, shock teams composed of: 
1 internist or general practitioner 
1 nurse 
2 technicians 
Maxilla-facial teams composed of 
1 plastic surgeon 
1 oral surgeon (dentist) 
1 nurse (operating room) 
2 technicians 
Neurosurgical teams composed of 
1 neurosurgeon 
1 assistant surgeon 
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1 nurse (operating room) 
2 surgical technicians 


Eye, ear, nose, throat teams composed of 


1 eye, ear, nose, throat specialist 
1 nurse 
2 technicians 


Orthopedic teams composed of 
1 orthopedist 
1 assistant surgeon 
1 nurse 
2 technicians 
There is one thing which is sure and which 
is oftentimes overlooked in laying down or- 
ganizational plans to meet an emergency, and 
that is that women are still going to go on 
having their babies, and so space must be 
reserved in the hospitals for that purpose. 


In addition to the permanent hospitals in 
the community, schools on the periphery and 
other larger buildings which would lend 
themselves as temporary hospitals should be 
pin pointed at the time of making up the 
organizational scheme. To these temporary 
hospitals certain’of the teams, including ad- 
ministrative teams which have not been men- 
tioned, should automatically report as soon as 
the warning is received that an atomic attack 
is imminent. As regards other teams, it is 
preferable to keep them dispersed in their 
own homes as much as possible until the 
attack has taken place, and then have them 
report to their parent hospital. 


Mention was made of administrative teams. 
They should be culled from the administra- 
tive staff of the university teaching hospital, 
and also from the medical school, because 
there will be many in the medical school 
normally doing administrative work akin to 
hospital administration who can be called 
upon in an emergency to work in those tem- 
porary hospitals. 

The admitting of patients is of such im- 
portance that it is beholden upon the ad- 
ministrative team to see that the correct per- 
sonal particulars of each individual admitted 
are obtained. 


This is but a cursory review of the role of 
the medical school, and its teaching hospital. 
Its purpose has not been so much as to pro- 
vide enlightenment as it is to provide thoughts 
which may provoke discussion. 
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METHODS OF FINANCING THE 
UNIVERSITY HOSPITALS* 


By Ricuarp O. Cannon, M.D.t 
Nashville, Tennessee 


Following the Flexner Report of 1910, cer- 
tain principles regarding medical education 
became generally established which revolu- 
tionized the whole basis for the training of 
physicians in this country. One of these prin- 
ciples was as follows: 

“Medicine should be learned not from books and 
lectures alone, but chiefly from the observation of the 
sick. Hospitals and dispensaries, therefore, become 
just as necessary to the medical school as a chemical 
laboratory or a dissecting room. For effective teach- 
ing, adequate clinical facilities must be freely at the 
disposal of the school and under its control.” 

In the decades which followed this report 
the university or teaching hospital became a 
significant and integral part in the progress 
of teaching technics. 

However, it soon became evident that in 
placing the training of doctors on a scientific 
basis, the cost was considerably more than is 
received from the student fees. Thus large 
endowments or generous support from other 
sources became necessary for the maintenance 
of a satisfactory medical school, particularly 
a private school which did not rely heavily on 
state aid. In later years other economic forces, 
depression, war and inflation, made increas- 
ingly difficult the financing of medical educa- 
tion. The medical schools and teaching hos- 
pitals of the country today are experiencing 
progressively more difficulty in meeting sim- 
ple operating expenses and maintaining their 
teaching standards at a level sufficiently high 
for the training of competent physicians. 

The problems involved are highly complex. 
Wide differences in the program and organiza- 
tions of medical schools and their relationship 
with university hospitals and other agencies 
raise basic questions of educational philos- 
ophy, economics and management. Because 
of the great differences in resources, historical 
development, traditions and _ local require- 
ments for training and service, there are al- 
most as many patterns of relationships with 


*Read in Section on Medical Education and Hospital Train- 
ing, Southern Medical Association, Forty-Fifth Annual Meeting, 
Dallas, Texas, November 5-8, 1951, one of a Symposium on 
a Decade of Medical School and Hospital Relationships. 


+tDirector, Vanderbilt University Hospital. 
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hospitals and other clinical facilities as there 
are medical schools. In some instances where 
medical schools are affiliated with well estab- 
lished, independent hospitals, the latter pro- 
vide substantial support for the schools’ pro- 
grams by providing space for many of the 
schools’ functions. In some cases funds are 
transferred by the hospital to the medical 
school. Conversely, many medical schools in 
recent years have been forced to contribute 
to the maintenance of their affiliated clinical 
facilities through direct financial support or 
indirect subsidy in the form of staff services. 

During the early years of medical school- 
hospital relationships the economic needs and 
cost of operation were met for the most part 
by the traditional sources of individual phi- 
lanthropy. University hospitals had sufficient 
funds to select their patients on the basis of 
their suitability for teaching or investigation 
with little need to consider their ability to pay 
for services received. However, in the years 
that followed, the sources of private philan- 
thropy changed drastically, to a large extent 
due to the impact of income and inheritance 
taxes. 


The coming of the depression in 1932 re- 
sulted in a loss to the medical schools of one- 
third of the income from endowments, and 
the virtual cessation of further gifts to aug- 
ment endowment funds. More and more the 
economics of hospitalization became the con- 
cern of two parties, the patient and the hos- 
pital. The necessity for the patient to pay the 
ward rate was entering the picture. 

Following World War II, hospitals reported 
mounting deficits in the face of increased use 
of facilities and rapid inflation. There are 
other reasons why costs soared in the decade 
that followed the end of the war. A few of 
these are developments and their application 
in medical science, expansion of educational 
facilities and increased public health activities 
in the community. The cost of operating the 
hospital in many cases exceeded income from 
patients, the taxpayer and private philan- 
thropy. The hospital of today with its intri- 
cate mechanical equipment and special tech- 
nicians, had outgrown the methods and 
procedures used in the simple charitable in- 
stitutions of yesterday. Along with the in- 
creasing complexity of hospital organization 


CANNON: FINANCING THE UNIVERSITY HOSPITALS 765 


has come a change from private sponsorship 
to community responsibility. 

To balance their budgets, hospitals could 
either reduce the quality and quantity of pa- 
tient care, or find additional income from 
some other source. Indications are that qual- 
ity has not changed appreciably, nor have any 
major sources of additional revenue been 
found. Paying patients have had to shoulder 
responsibility for a larger portion of the total 
cost, and hospitals have had to use up slim 
reserves or operate in the red. 

It now appears that the roots of hospitals’ 
financial problems today lie in the principles 
of fair reimbursement to hospitals by third- 
party groups and agencies, such as Blue Cross, 
local, state and federal governments, welfare 
agencies, health societies and foundations. 
These have been collectively labeled third 
parties, for, in a financial way, they stand be- 
tween the patient and the hospital. 


I think it it most appropriate and fitting that 
a word of tribute be paid a group of teachers, 
who in this city (Dallas, Texas) twenty-two 
years ago were faced with the fact that as 
individuals they could not save enough to pay 
hospital bills in an emergency. By a little 
figuring, they found that as a group they 
could easily pay all the hospital bills they 
were likely to incur. So they persuaded the 
Baylor University Hospital to agree, for $3.00 
each school semester, to provide twenty-one 
days of hospital care to any one of them 
who needed such care. When the experi- 
ment proved successful, others besides school- 
teachers asked to be included in the plan. 
Other hospitals learned about it and followed 
with similar schemes. This was the beginning 
of Blue Cross. 

With any rapidly growing concept, such as 
third-party payments to hospitals, certain in- 
justices are bound to creep into its imple- 
mentation. The methods and amounts of 
these payments show wide variations. In some 
instances, both the purchasers and the pro- 
viders of the group hospital care are satisfied 
with the systems they have worked out. In 
other instances there is dissatisfaction on one 
or both sides. 

Some third parties pay cost, some pay a 
percentage of cost, some pay established rates. 
Some, particularly state and local govern- 
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ments, pay flat rates that are not easily ad- 
justed to keep pace with the increasing cost 
of hospital service. Perhaps one of the basic 
reasons hospitals have closed their books in 
red ink for the past several years is that local, 
county, and state governments have not paid 
full cost of the indigent care they finance. 

There are many questions to be answered 
which concern the quantity and quality of 
hospital care, component parts of the cost of 
care and the systems of distribution and pay- 
ment. To help hospitals solve their financial 
problems, an American Hospital Association- 
sponsored study of the financing of hospital 
care will get under way this month. The 
project, which has been almost three years in 
the making, is to study the costs of providing 
adequate hospital services and to determine 
the best systems of payment. The study, to be 
known as the Commission on Hospital Fi- 
nance, will be under the direction of Graham 
L. Davis. 


Although the study is Association-sponsored, 
it will be operated independently by the Com- 
mission on Hospital Finance. The body will 
be composed of 20 to 30 members representing 
a cross section of the American public. I have 
brought for distribution a sheet of questions 
concerning third-party payments which will 
be studied by this Commission, that we may 
use in our round-table discussion on this 
topic. These questions clearly indicate the 
complexity and scope of the problem of ade- 
quate hospital financing and payment for 
medical care. 


DISABILITY EVALUATION* 


By Ear D. McBrivr, M.D., F.A.CS., F.L.C.S. 
Oklahoma City, Oklahoma 


An individual who loses enough of the nor- 
mal function of his body for the change to 
become obvious is commonly termed a cripple. 
Previous to the advent of social liberalism, 
this man’s ability to survive and provide for 
his economic responsibilities was left to his 
own resources. As society broadened its con- 
science toward human welfare it obligated it- 
self to the misfortune of the individual 


*Read in Section on Industrial Medicine and Surgery, South- 
ern Medical Association, Forty-Fifth Annual Meeting, Dallas, 
Texas, November 5-8, 1951. 
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through various statutes of law. Pensions for 
war casualties established the earlier stand. 
ards of compensation. A monetary evaluation 
was applied to the crippled soldier. Determi- 
nation of the extent of disability became 
greatly a responsibility of the medical profes- 
sion. With the evolution of industrial reform 
came insurance provisions to compensate the 
injured employe for loss of earning capacity. 
Governmental agencies, such as the vocational 
and rehabilitation bureaus, have established 
programs for lessening the burden on the 
physically handicapped. The physician who 
is called upon to evaluate the extent of disa- 
bility in a compensation case must realize 
that his opinion is evidence to be considered 
by the court. He is expected to be definite in 
his statements and impartial in his deductions. 
Medical opinion expressed in court may 
greatly influence the judgment of those in- 
volved in the adjudication of the case. Society 
as a whole through the compensation laws, 
eventually absorbs the loss through disability. 
The physician therefore has a double respon- 
sibility, one to his patient, the other to society. 
The approach to the examination of a claim- 
ant of disability involves many factors that 
would not be considered in the regular 
doctor-patient relationship. 

History.—The history of an injury, in the 
light of a claim, requires a greater degree of 
investigation into the actual facts than is true 
of the ordinary independent case. The psychic 
element may predominate and the symptoms 
may be exaggerated. The claimant’s expe- 
rience in mind and body are likely to be 
weighted by his interest in his claim. Fear 
and apprehension also may play an important 
role. 

The past history is important to determine 
pre-existing disease or injury that might be 
responsible for the disability. Questioning 
relative to the immediate history should elicit 
the exact manner of the accident. Was he ac 
tually struck by an object? How much did it 
weigh? Was he immediately disabled? Was 
medical aid promptly administered? The na- 
ture of pain, its severity, and consequence 
should be determined. 

Examination.—The details of physical ex- 
amination involve careful probing into all 
possibilities of pathologic findings in order 
to substantiate or disprove subjective symp 
toms and complaints. Roentgenographic in- 
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terpretations must differentiate actual results 
of the injury and those of pre-existing origin. 
Anatomical variations of natural origin may 
often bring about conflicting claims of serious 
importance in the final judgment of the case. 

Stages of Disability.—The great majority of 
industrial injuries do not result in permanent 
disability: The injured employe may pass 
through four stages: (1) the active treatment 
period, (2) the maximum healing period, (3) 
the temporary total disability period, and 
(4) the state of permanent partial or total 
disability. 

The extent of permanent disability may be 
estimated even before the end of active treat- 
ment and maximum improvement, but all too 
frequently the temporary state of disability is 
accepted as final. Anatomic repair and func- 
tional rehabilitation may continue indefinitely 
before the final state of permanent disability 
becomes a reality. 

Readjustment.—Readjustment of the dis- 
abled person to the field of labor involves 
compensating factors of intricate proportions 
and multiple variations. The extent of edu- 
cation, skillful attainments, and natural in- 
genuity are strong factors. Many industrial 
organizations will not employ a physically 
handicapped person. In many instances a 
settlement of claim is accomplished so that the 
disabled person may adjust himself to more 
suitable employment. 


Evaluation of Disability—Pensions and 
awards for permanent disability are monetary 
amounts established by law. The evaluation 
of the extent of disability is, therefore, a par- 
tial or total amount provided by the statutes. 
Where an amputation of a limb at a certain 
level is established as a disability justifying a 
specified 100 per cent award, it must follow 
that a deformity of that limb producing only 
partial loss of use is a percentage less than 
100. 


How shall the percentage of disability be 
determined? The court must depend, fully, 
on medical opinion for the answer. The per- 
centage of disability when established through 
medical testimony will enable the court to 
determine the award for loss of earning ca- 
pacity. Medical analysis must include: (1) 
the anatomic variation from normal, (2) the 
mechanical and physiologic alterations, and 
(3) the functional use of the disabled part. 


The physical examinations will reveal the 
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anatomic variations such as extent of de- 
formity, loss of tissues, and interfering proc- 
esses of healing. 


The mechanical alterations of muscles, 
bones, or joints, creates physiologic static and 
dynamic states which result in abnormal 
working forces and energy requirements of 
the body. There may be lessening of the 
strength of the bone shaft, alteration of the 
joint-fulcrum and limitation of motion. Such 
variations involve the geometric and kinetic 
fundamentals of physics. The functional use 
of the disabled part of the body is the key to 
determination of the percentage of disability. 
How shall the extent of function be de- 
termined and how shall it be calculated in 
percentage? Function means use of the part, 
the ability of movement, power and coordi- 
nation in relation to environment of the or- 
ganism. Yet the question arises, when an act 
is performed just what factors combine to 
make culmination of the act possible? 


Method.—In order to establish limited 
function in terms of disability, the author 
has devised a measuring rod of function con- 


Per Cent 
(2) Coordination of movement..................... 20 
(7) Physical fitness of re-employment.............. 10 
100 
Taste | 
PerCent Per Cent 

Loss of quickness of action............... 35 

40 

Loss of chance of employment.. ......... 25 
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stituting seven fundamental elements of useful 
activity.* Each of these fundamental factors 
have been given a percentage of evaluation in 
relation to 100 per cent normal function. 
(Table 1). 


Such a schedule enables the physician sys- 
tematically to evaluate disability upon sound 
principles of reason. It permits variation of 
opinion, yet, leads to a definite conclusion. 
For example, a knee injury may result in a 
partial ankylosis in which motion is limited 
to an arc from 180 degrees extension to 45 
degrees flexion. The analysis of opinion 
might be as shown in Table 2. 

There are many other elements of analysis 
in evaluation of disability which should be 
considered. For example, the problem of 
evaluation of multiple disability of parts of 
the body in terms of loss to the body as a 
whole and the influence of age and grading 
of occupational requirements. No physician, 
no matter how capable he is in his special 
field should undertake the responsibility of 
evaluating disability without special study of 
the subject. 

SUMMARY 


Some principles of evaluating disability are 
discussed in the light of the responsibility of 
the medical profession. The analysis of func- 
tion is used as a measuring rod upon which 
the percentage of disability may be estab- 
lished. 


DISCUSSION (Abstract) 


Dr. Brandon Carrell, Dallas, Tex.—The evaluation 
of a disability resulting from an injury is not an exact 


*Earl D. McBride: Disability Evaluation, Principles of Treat- 
ment of Compensation Injuries. Fourth Edition. Philadelphia: 
J. B. Lippincott Company. 
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science even though we have excellent tables and plans 
to follow. In many instances estimates will vary ap- 
preciably even among experts. Many factors may be 
involved leading to difficulty in the final analysis. 

The history of the injury is particularly important, 
as Dr. McBride has stressed, and should be taken by 
the examining physician. The patient should be ques- 
tioned regarding previous injuries and of the presence 
or absence of any similar or related symptoms prior 
to the accident. During the taking of the history one 
may frequently determine whether the patient is giv- 
ing an honest, straight forward account, or trying to 
magnify his symptoms. 

In the physical examination it is important to de- 
termine whether there are positive findings to account 
for the subjective symptoms. This is sometimes quite 
difficult, particularly in some back injuries, where 
apparent tenderness may be the only positive finding. 
In most acute injuries, however, true muscle spasm 
should be present and is a reliable sign. In extremity 
injuries, measurements are quite important; swelling 
is usually present in acute injuries, atrophy in older 
injuries. 

X-rays may give conclusive evidence of injury, but 
sometimes lead to further confusion. This is again 
particularly true in back examinations, where we may 
find previously existing congenital anomalies or de- 
generative changes. These may have previously been 
entirely asymptomatic but whether or not, they have 
a definite tendency to prolong and increase the disa- 
bility. This is particularly true in spondylolisthesis 
and in some cases of degenerative or hypertrophic 
arthritis. X-rays must be both carefully made and 
conscientiously interpreted to be of value. 

Finally we have the problem of the possibility of 
intervertebral disk damage in many back strains and 
of articular cartilage damage in some joint injuries. 
These may not be evidenced by positive physical or 
x-ray findings for months or years. They must be 
considered, however, particularly in cases of apparently 
simple strains or sprains which fail to respond to 
primary treatment. 

As you may see, there are pitfalls in each method 
of examination and no one can always be infallible in 
estimating disability. 
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THE FORTY-SIXTH ANNUAL 
MEETING 


In the heat of summer, fall is yet not far 
away. Preparations are being made for the 
Miami meeting of the Southern Medical Asso- 
ciation November 10 to 13. Preliminary Bul- 
letins have been mailed throughout the South. 
The July number of the SouUTHERN MEDICAL 
JourNAL shows a photograph of the bayfront 
area of Miami in which all activities will be 
held, and has also application blanks for hotel 
accommodations. 


The Association’s sections have mushroomed 
in many directions. There are Sections on 
General Practice, Medicine, Gastroenterology, 
Neurology and Psychiatry, Pediatrics, Pathol- 
ogy, Radiology, Dermatology and Syphilology, 
Allergy, Physical Medicine and Rehabilita- 
tion, Industrial Medicine and Surgery, Sur- 
gery, Orthopedic and Traumatic Surgery, 
Gynecology, Obstetrics, Urology, Proctology, 
Ophthalmology and Otolaryngology, Anes- 
thesiology, Public Health, and Medical Educa- 
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tion and Hospital Training. The Sections on 
General Practice and Industrial Medicine may 
include work upon all the specialties. To 
borrow from the parlance of labor unions, this 
might be called both a horizontal and a verti- 
cal coverage of medical progress. 


The President, Dr. R. J. Wilkinson, of 
Huntington, West Virginia, who was unable 
to attend the Dallas meeting, has fully re- 
covered from his illness and is taking the 
president’s customary active part in prepara- 
tions for the 1952 meeting. Miami Commit- 
tees working upon arrangements are: 


General Chairman, Dr. Edward W. Cullipher. Vice- 
General Chairman, Dr. Benjamin G. Oren. Executive 
Committee, Dr. Ralph S. Sappenfield, Chairman, Dr. 
Edward W. Cullipher, Dr. Benjamin G. Oren, Dr. 
Ralph W. Jack and Dr. Walter C. Jones. General 
Sessions Program, Dr. Harold Rand, Chairman. Enter- 
tainment, Dr. C. Howard McDevitt, Jr., Chairman. 
Hospitality, Dr. Arthur H. Weiland, Chairman. Inter- 
American Relations, Dr. Eduardo F. Pena, Chairman. 
Hotels, Dr. Frank M. Woods, Chairman. Meeting 
Places, Dr. Alfred G. Levin, Chairman. Membership, 
Dr. Jack Q. Cleveland, Chairman. Golf, Dr. Karl W. 
Vetter, Chairman. Fishing, Dr. Richard F. Stover, 
Chairman. Publicity, Dr. Robert F. Dickey, Chairman. 
Scientific Exhibits, Dr. George F. Schmitt, Jr., Chair- 
man. Radio, Dr. L. W. Dowlen, Chairman. Women 
Physicians, Dr. Rose E. P. London, Chairman. Ladies 
Entertainment, Mrs. Willard L. Fitzgerald, Chairman. 


Miami in November is an alluring vacation 
spot. The physician should begin now to plan 
to take this time for himself, for his education 
and recreation. 


NUTRITIONAL ADRENAL 
DEFICIENCY 


The phenomena of insulin resistance and 
increased insulin sensitivity in diabetics are 
among unsolved clinical problems. Deter- 
mination of insulin need and tolerance is a 
matter of trial and error with each patient. 
At times heavy dosage is not followed by ade- 
quate lowering of the blood sugar; and occa- 
sionally a comparatively light administration 
of insulin can initiate a hypoglycemic reac- 
tion. Among the variables affecting the re- 
sponse of the blood sugar level to insulin, the 
adrenal gland must be considered, since it, as 
well as the islets of Langerhans, secretes hor- 
mones which alter carbohydrate metabolism 
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and the blood sugar level. Studies upon the 
adrenals and pancreas in laboratory animals 
should aid in the understanding of diabetes, 
among other syndromes. 

Deprivation of pantothenic acid, a part of 
the B vitamin complex, causes a characteristic 
lesion in the rat adrenal cortex, with resultant 
changes in the animal’s metabolic processes. 
Investigators' in the Yale Nutrition Labora- 
tory have reported various physiologic changes 
in such animals, showing functional adrenal 
cortical defects. The fall of the deficient rat’s 
lymphocytes and eosinophils under certain 
standard conditions is less than that of normal 
animals. The normal response of these cells 
may be restored by administration of corti- 
sone, from the adrenal cortex, but not by 
ACTH, adrenal stimulant of the anterior pi- 
tuitary. Cortisone apparently is not being 
produced in adequate quantity in the panto- 
thenic deficient adrenal, but pantothenic acid 
is needed for synthesis of the hormone which 
influences carbohydrate metabolism. 

Other alterations of the adrenal cortex of 
pantothenic acid deficient rats were observed 
by the Yale group. The deficient animals 
were treated with insulin, to determine their 
responsiveness to this hormone. The sugar 
curves of the deficient animals differed from 
those of the normals. The fasting blood sugar 
levels of the deficient group were about forty 
milligrams lower than those of the normals; 
their blood sugar fell lower after a comparable 
dose of insulin and continued to fall for a 
longer period. Some deaths occurred after 
insulin injection among the deficient rats 
though not among the controls. 


A group of pantothenic deficient animals 
were given phlorhizin, which increases the 
urinary excretion of glucose and nitrogen. 
They excreted less of these materials than did 
the controls. ACTH did not improve this 
defect but cortisone rapidly increased the ex- 
cretion of both glucose and nitrogen, suggest- 
ing again a deficiency of formation of this 
steroid in pantothenic deficiency. The same 
deficient animals showed a rapid increase in 


1. Winters, R. W.; Schultz, R. B.; and Krehl, W. A.: The 
Adrenal Cortex of the Pantothenic Acid Deficient Rat: Eosino- 
phile and Lymphocyte Responses. 
(April) 1952. 

2. Winters, R. W.; Schultz, R. B.; and Krehl, W. A.: The 
Adrenal Cortex of the Pantothenic Acid Deficient Rat: Carbo- 
hydrate Metabolism. Endocrinology, 50:388 (April) 1952. 


Endocrinology, 50:377 


SOUTHERN MEDICAL JOURNAL 


August 1952 


liver glycogen storage after cortisone was ad- 
ministered, though not after ACTH. This 
again shows an unreactive adrenal cortex and 
appears to be one of the characteristics of this 
particular nutritional adrenal lesion. The 
pantothenic acid deficient rat is more suscepti- 
ble to water intoxication,? which also may 
have to do with adrenal function. 

Pantothenic acid is a common constituent 
of many foods, so human deficiencies should 
not be common. Yet little is known of its 
optimal quantities or requirement in relation- 
ship with other food elements. In the labora- 
tory it caused an adrenal defect, which corti- 
sone corrected. There was low blood sugar 
and insulin sensitivity. 

In some insulin sensitive cases, or in insulin 
shock, cortisone might be beneficial. In some 
insulin resistant cases, the adrenal cortex is 
possibly overactive. Deficiency of other food 
factors, for example vitamin C, can produce 
specific adrenal injuries. 


In the past quarter century biochemists 
have made great strides in isolation and syn- 
thesis of pure vitamins and pure hormones. 
There would seem to be no end to the need 
of study of the physiologic reactions of these 
potent pharmaceuticals. 

The speed and specificity of some of the 
observed responses are remarkable. Some of 
them may be initiated or altered by light or 
by thought. 

The adrenal gland is involved in Addison’s 
disease, perhaps in rheumatoid arthritis and 
in some of the vascular disorders and hyper- 
tension. The nutritional habits of the patient, 
whether wholly causative or not, influence his 
susceptibility to these. The adrenals are a 
micro-laboratory producing many chemicals 
which can aid in therapy of the diseases of 
maturity. 


SEX DIFFERENCES IN THE ADRENAL 
GLANDS 


Long before the modern period of study of 
the ovarian cycle, which began with the ob 
servations of Stockard and Papanicolaou in 
1918 upon vaginal cornification, the existence 


Continued on page 772 
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Dr. Walter C. Jones 


A MESSAGE FROM THE PRESIDENT-ELECT OF THE 
SOUTHERN MEDICAL ASSOCIATION 


Miami looks forward to entertaining the 
Southern Medical Association -for its forty- 
sixth annual meeting which will be held here 
November 10-13. It has been our pleasure to 
have entertained this Association on three 
previous occasions and I am sure that those 
who have attended in the past will look 
forward to being in Miami again. 


In contrast to the last meeting held here, 
all of the activities will be centered in the 
downtown area, in hotels on Biscayne Boule- 
vard and in the Library and Municipal Audi- 
torium in Bayfront Park. This will thus 
eliminate the transportation problem which 
was so great during the last meeting. It will 
be possible for many or all meetings to be 
attended without the necessity of taxicab 
service. 

November is usually one of our ‘finest 
months so far as weather is concerned. You 
should come prepared to enjoy some of the 
outdoor activities at that time and particularly 
the benefits of the sun rays. 


An excellent program is being arranged by 
the officers of the various Sections and con- 
joint meetings and I am sure that the pro- 
fessional activities will surpass those of pre- 
vious years. 

I trust that the members of the Southern 
Medical Association will now make plans to 
attend this meeting and I feel sure that it 
will not be regretted. Some activities are 
being planned which are a little different 
from those usually given at other meeting 
places; so in this way you can combine an 
educational feature with vacation period. 

Come early and stay late! 

The Dade County Medical Association 
looks forward to being your host this year 
and we urge that you come to Miami in 
November. 


WALTER C. JONES, M.D. 
President-Elect 


Miami, Florida, July 11, 1952 


‘ 
- 


772 


Continued from page 770 


of an adrenal cycle was known. Cyclic changes 
inf adrenal histology which paralleled those of 
the ovary were described in 1912. More recent 
work attempts to correlate the cyclic histologic 
changes with those of adrenal function and 
hormone production. 

Zondek and Burstein! in the Hebrew Uni- 
versity Hadassah Medical School in Jerusalem 
have undertaken a study of the effect of the 
ovarian cycle upon the adrenal cortical hor- 
mones. Variations in the excretion of adrenal 
corticoids in the urine of guinea pigs they con- 
sider a sensitive method of observation of 
adrenal functional changes. The administra- 
tion of estrogens and androgens to small ani- 
mals affects the histologic picture of the 
adrenal cortex and its normal activity. Char- 
acteristic cyclic variations in the urinary ex- 
cretion of corticoids of female guinea pigs 
were observed to be closely related to the 
estrous cycle, with normal cyclic peaks of 
corticoid excretion accompanying ovulation. 
Following ovariectomy urinary corticoids were 
low. They were normally low in the male 
guinea pig, without cyclic peaks of excretion. 
Excretion was stimulated in both the normal 
intact and the spayed female, and in the cas- 
trated male, immediately following admin- 
istration of estrogens. 


The Jerusalem workers assume that estro- 
gens stimulate the anterior pituitary of female 
guinea pigs to discharge ACTH; that in the 
normal male, androgens have a_ blocking 
effect. Elsewhere it has been shown that 
hypertrophy of the female adrenal cortex oc- 
curs promptly following administration of 
estrogen, and atrophy follows spaying or the 
administration of androgens. 


Some of the sex differences in the adrenals 
are further explained anatomically by Wex- 
ler,? of Stanford University, in studies of an- 
other small laboratory animal, the golden 
hamster. He reports a marked decrease in the 
ascorbic acid content of the adrenal cortex of 
the female hamster after a single injection of 


1. Zondek, Bernard; and Burstein, Shlomo: The Relation- 
ship of Corticoid Excretion to Ovarian Hormones in the Guinea 
Pig. Endocrinology, 50:419 (April) 1952. 

2. Wexler, Bernard C.: Adrenal Ascorbic Acid Changes in 
the Gonadectomized Golden Hamster Following a Single In- 
Endocrinology, 50:531 
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stilbestrol, but only a moderate decrease in 
the male. The fall in the female was marked 
in thirty minutes, and had returned to normal 
in six hours. Although in the normal male 
stilbestrol did not induce this change, in the 
castrate animal the ascorbic acid of the ad- 
renals fell more rapidly than in the spayed 
females after stilbestrol injection. Androgen, 
he believes, causes a pituitary blockage of 
ACTH release, and the blockage is eliminated 
following castration. These sex differences in 
reaction are illuminating. 

Measurement of changes of urinary corti- 
coids offers another possible basis for a preg- 
nancy test. 


TWENTY-FIVE YEARS AGO 
From JOURNALS OF 1927 


Nature of B Vitamin.1i—Less than two decades have 
passed since the word “vitamin” was added to bio- 
chemical nomenclature. The name was given to one 
of the accessory factors by Funk. . . . In 1906 Osborn 
and Mendel had shown that the white rat would 
thrive on properly supplemented mixtures of purified 
foodstuffs in a laboratory, and new possibilities in 
experimental nutrition were opened up . . . before 
1900 many investigators realized . . . that there is a 
subtle difference between natural and artificial mix- 
tures of foodstuffs. . . . Although the vitamin hy- 
pothesis rests on firm experimental evidence, no at- 
tempt to establish the chemical constitution of any 
of this group has been successful. . . . Chick and 
Roscoe have demonstrated through the use of rats and 
highly purified rations that in yeast there exist two 
factors, one antineuritic and the other preventing the 
appearance of the pellagra-like symptoms in rats given 
a deficient ration. . . . The material extracted by 
water from many natural foods, which alleviates the 
symptoms of polyneuritis and induces growth and 
which has been called “vitamin B,”’ can be shown to 
be of a composite nature . . . progress in this general 
field will be slow until the chemical constitution of 
the accessory food factors has been discovered. 

In Birmingham, Ala.2—Dr. W. Groce Harrison, of 
Birmingham, on June 21, on the eve of his departure 
for a four-month visit to Europe, was host at a dinner 
celebrating the forty-eighth year of practice of Dr. 
J. D. S. Davis, of Birmingham. Dr. Davis, who was 
Professor of Surgery of the former Birmingham Medi- 
cal College, with his brother, Dr. W. Elias B. Davis, 
was a founder of the Southern Surgical Association. 


1. Editorial: The Composite Nature of Vitamin B. J.A.M.A. 
89:2044 (Dec. 10) 1927. 


; Ss Southern Medical News. Sou. Med. J., 20:577 (July) 
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Correspondence 


CHOICE OF TREATMENT FOR THE PATIENT 
WITH CANCER 


Dallas, Texas, July 9, 1952 
Editor, Southern Medical Journal: 


I have just discovered an incorrect statement in my 
article entitled “Choice of Treatment for the Patient 
with Cancer” in the July issue of the Southern Medical 
Journal. Since the error is in a statement taken from 
an article written by Dr. Brunschwig, the situation is 
very embarrassing to me. 

The second sentence, in the second paragraph, on 
page 644, should read: “His latest report!5 is most 
disappointing, in that of 21 patients subjected to a 
somewhat modified procedure all but four are dead.” 

Through some oversight, the words “but four” were 
omitted. Please publish a correction in the next issue 
of the Journal. 

(Signed) Cuarces L. Martin, M.D. 


NIACIN DEFICIENCY 


Madison, Wisconsin, April 22, 1952 
Editor, Southern Medical Journal: 


The April issue of the Southern Medical Journal 
contains an editorial on niacin deficiency. This edi- 
torial may lead to erroneous conclusions since the 
greatest emphasis is placed on the prevention of bac- 
terial synthesis of niacin in the intestinal tract. You 
will find on page 56 of Dr. Sure’s paper, that his 
ration was low in tryptophan. A niacin deficiency 
could not be produced in the rat until a diet low in 
tryptophan was used. I am enclosing a reprint of our 
early paper demonstrating this fact (Science, 101:489- 
90, 1945). 

(Signed) C. A. ELvEHJEM 
Department of Biochemistry, 
College of Agriculture, 
University of Wisconsin. 


Book Reviews 


Surgery of the Oblique Muscles of the Eye. By Wal- 
ter H. Fink, M.D., Minneapolis, Minnesota. 350 
pages with 93 illustrations, including 18 in color. 
St. Louis: The C. V. Mosby Company, 1951. Price 
$8.75. 

In writing this book on oblique muscle surgery, Dr. 
Fink has given consideration to a portion of ophthal- 
mic surgery which has for some years been avoided 
due to anatomical and technical difficulties. As he 
points out, future progress in this field depends upon 
the ability of the average ophthalmic surgeon to cope 
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with these problems. The book is divided into two 
major sections: (1) a description of anatomy in which 
pure anatomy is correlated with those anatomical 
factors in which the surgeon is primarily interested, 
and (2) a discussion of surgery which embraces the 
pathological physiology of the imbalances for which 
the obliques are responsible, as well as the various 
operative technics and the irrelative merits and dis- 
advantages. A large portion of the surgical section 
has been devoted to the diagnosis of vertical muscle 
defects. Here, diagnostic tests are described, critically 
evaluated, and applied to a series of selected cases 
representative of the problems with which the prac- 
ticing ophthalmologist is likely to be confronted. 

Numerous well chosen illustrations are conducive to 
easy understanding of the material. 

Now that recent progress in ophthalmic surgery has 
shown that surgery on the obliques is sometimes in- 
dicated, this volume will be a valuable source of 
pertinent data. 


The Cost of Sickness and the Price of Health. By C.E. 
A. Winslow, Dr. P. H., Consultant in Public Health 
Administration, World Health Organization; Profes- 
sor Emeritus of Public Health, Yale University, 
U.S.A. 106 pages. New York: Columbia University 
Press, 1951. Price $1.50. 

This monograph by one of the foremost authorities 
in public health expounds the thesis that the cost of 
sickness is greater than the price of health. While 
this thesis is the economic counterpart of the axiom, 
that an ounce of prevention is better than a pound of 
cure, the author is quick to point out that the benefit 
of a sound public health program is not simply eco- 
nomic improvement, but that economic improvement, 
if wisely conducted, “may make it possible for peoples 
limited in the past to a struggle for bare existence— 
to enjoy a fuller and a richer life.” The importance 
of a global health program to world peace through 
social and economic reconstruction is thus clearly in- 
dicated. 


Biological Antioxidants. Transactions of the Fifth 
Conference, November 30-December 1, 1950, New 
York. Edited by Cosmo G. Mackenzie, Department 
of Biochemsitry, University of Colorado School of 
Medicine, Denver, Colorado. 229 pages. Packanack 
Lake, New Jersey: Josiah Macy, Jr. Foundation, 1951. 
Price $3.75. 


This issue of the Transactions contains six papers 
on chemical changes in living organisms produced by 
radiations with special reference to mutation. Two of 
the papers are devoted to peroxides and free radicals 
which are believed to be responsible for the mutagenic 
effect of radiation. These papers should interest not 
only the biochemist but also the geneticist. 


Blood Clotting and Allied Problems. Transactions of 
the Fourth Conference, January 22-23, 1951, New 
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York. Edited by Joseph E. Flynn, Department of 
Pathology, College of Physicians and Surgeons, Co- 
lumbia University, New York, New York. 272 pages, 
illustrated. Packanack Lake, New Jersey: Josiah 
Macy, Jr. Foundation, 1951. Price $4.00. 


This issue of the Transactions contains seven papers 
on various aspects of blood clotting by authoritative 
investigators from many pertinent disciplines. A study 
of these papers should help clarify much of the con- 
fusion which still exists in our knowledge of the sub- 
ject. 


Metabolic Interrelations. Transactions of the Third 
Conference, January 8-9, 1951, New York. Edited by 
Edward C. Reifenstein, Jr., M.D., Oklahoma Medical 
Research Institute and Hospital, Oklahoma City, 
Oklahoma. 294 pages, illustrated. Packanack Lake, 
New Jersey: Josiah Macy, Jr. Foundation, 1951. 
Price $4.00. 


This issue of the Transactions contains fourteen 
papers on various aspects of osteogenesis by a group of 
eminent authorities in many related fields. It should 
be read by all interested in calcium and bone metab- 
olism. 


Chronology of Ophthalmic Development. By Arthur 
H. Keeney, M.D., Wills Eye Hospital, Philadelphia, 
Pennsylvania. 22 pages. Springfield, Illinois: 
Charles C. Thomas, Publisher, 1951. Price $2.00. 


In this outline of ophthalmic development, Dr. 
Keeney has succeeded in a few pages and three well 
organized charts in covering his subject admirably. 

The material is separated into two subdivisions, 
anatomical development and functional development. 
Anatomical development, in spite of capsule presenta- 
tion, is given in detail by charts. This portion of the 
subject has further been sub-divided into prenatal and 
post-partum periods, and embraces the following: (1) 
orbit, (2) extra-ocular vascular system, (3) nerve sup- 
ply and muscles, (4) lens and capsule, (5) optic nerve, 
(6) hyaloid system and retinal circulation, (7) vitreous 
and suspensory ligament, (8) retina, (9) macula, (10) 
choroid, (11) lids and lacrimal apparatus, (12) cornea, 
(13) iris and ciliary body, and (14) sclera and 
Schlemm’s canal. Development is traced from the 
third prenatal week through the twenty-fifth year of 
life. 


The functional development of the eye is traced by 
outline from the third fetal:month through the ninth 
year of life in chronological order. 


This is a very useful reference. 


Clinical Allergy. A Practical Guide to Diagnosis and 
Treatment. By Samuel J. Taub, M.D., F.A.CP., 
Professor of Medicine and Chairman of the Depart- 
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ment of Allergic Diseases, Chicago Medical School. 
Second Edition. 276 pages. New York: Paul B. 
Hoeber, Inc., 1951. Price $4.50. 


On reading Dr. Taub’s book one is left with the 
feeling that he is much interested in the theoretical 
and speculative aspects of the subject. The first 29 
pages of three chapters deal with theories and specu- 
lations advanced to explain phenomena. Many stu- 
dents are left in a state of mental confusion and 
doubt on reading about antigens, allergens, reagins, 
precipitins, haptens, agglutinins, sensitization and im- 
munity. 

The continuing efforts to reconcile the explainable 
phenomena of immunity with the unexplainable 
phenomena of allergy lead more to confusion than 
to clarification of the subject. The study of allergy 
would gain greatly should all present theories be dis- 
carded and a new start be made from the simple 
statement that to the present time there is no logical 
explanation of allergy. 

Judging from the arrangement of the book Dr. 
Taub considers pollinosis and hay fever, asthma, 
eczema, drug allergy and miscellaneous other allergies 
as loosely connected entities rather than as different 
manifestations of a single state. They are treated 
rather completely and independently in separate chap- 
ters. 

Dosage schedules as advised in various chapters have 
lead to over dosing and constitutional reactions in the 
experience of some allergists. 

There are seven interesting and informative ap- 
pendices listing the allergenic pollens and their dis- 
tribution, the inhalant allergens and sources of con- 
tact, ingredients of some common foods, Rowe’s elimi- 
nation diets and finally cosmetic irritants. 

This book should be of much theoretical interest. 


Modern Practice in Infectious Fevers. Volumes I and 
II. Edited by H. Stanley Banks, M.A., M.D. (Glas.), 
F.R.C.P., D.P.H., Senior Physician, Park Hospital, 


Hither Green, London. 1054 pages with illustrations. 


New York: 
$20.00. 


Paul B. Hoeber, Inc., 1951. Price 


Most of the 52 contributors to this comprehensive 
treatise on infectious diseases are from the British 
Commonwealth; a few are Americans. The first vol- 
ume contains basic considerations of epidemiology; 
laboratory methods in infectious fevers; immunization 


_ procedures; and a discussion of most of the bacterial 


fevers of importance. Tuberculosis, with the excep- 
tion of tuberculous meningitis, has been excluded. 
There are helpful tables on the nature of specimens 
which should be submitted for laboratory diagnosis in 
various stages of bacterial and viral diseases. Im- 
munization receives considerable attention in separate 
articles, rather than with the particular disease. The 
second volume is devoted to viral diseases, rickettsial, 
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spirochetal, protozoal, and mycotic fevers, and certain 
infections of unknown etiology, such as infectious 
mononucleosis and the gastro-enteritis of infants. 
Helminthology and venereal disease (except lympho- 
granuloma venereum) are not considered, however. 

The book has been written mainly for clinicians. 
Incidence, course, transmission, diagnosis, and treat- 
ment are taken up in greater detail than bacteriology 
and pathology. All colored plates and many of the 
illustrations (including several electron photomicro- 
graphs) and roentgenograms are quite excellent. Some 
of the graphs, however, are confusing, mainly because 
they are made to convey an excessive amount of in- 
formation. A chapter on the congenital malforma- 
tions associated with rubella and other virus infections 
is noteworthy for its thoroughness. Historical notes 
on some diseases provide added interest. This is an 
up-to-date and remarkably readable book for the 
more experienced physician. 


Peptic Ulcer. By A. C. Ivy, Ph.D., M.D., D.Sc., LL.D., 
Vice-President of the University of Illinois in Charge 
of Chicago Professional Colleges; M. I. Grossman, 
Ph.D., M.D., Associate Professor of Physiology, Uni- 
versity of Illinois College of Medicine; and William 
H. Bachrach, Ph.D., M.D., Research Associate in 
Physiology, University of Southern California School 
of Medicine. 1144 pages, with 137 illustrations and 
210 tables. Philadelphia: The Blakiston Company, 
1950. Price $14.00. 


This voluminous book on a single subject is almost 
frightening because of its size, but the ease with which 
one can read it is remarkable. It is a masterpiece 
which will interest students, physiologists, practitioners, 
internists, surgeons, and specialists in gastroenterology. 
All of the important researeh work in this field is 
compiled in one volume with an exhaustive bibliogra- 
phy. Factual reports are presented, and many un- 
answered problems of basic scientific and clinical 
nature as well. 

The book is divided into four sections and each of 
these into chapters. The sections comprise an intro- 
duction to the problem, its pathogenesis, diagnosis, 
and treatment. 

Each chapter is preceded by an outline and con- 
duded with a summary, and summary chapters are 
to be found throughout the book. The initial chapters 
deal with definition and physiology, the concluding 
ones with medical, radiological, and surgical treat- 
ment, and the reader is introduced to all phases of 
the subject of ulcer. The various summaries included 
in its pages make it convenient to read in brief form 
sections which one does not wish to study in detail. 
There are adequate pictures and charts for graphic 
interpretation of the presentation. The authors have 
gathered their own data and those from all sources 
and presented the many aspects of this complex sub- 
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ject objectively so that the reader can draw his own 
conclusions. 

The book is informative and stimulating and will 
be greatly enjoyed. 


Studies of Undernutrition, Wuppertal 1946-49. By 
Members of the Department of Experimental Medi- 
cine, Cambridge, and Associated Workers. 404 pages 
with illustrations. London: His Majesty’s Stationery 
Office, 1951. Price 12s. 6d. 


Members of the Department of Experimental Medi- 
cine, Cambridge, with their associated workers have 
collaborated in producing this revealing volume con- 
cerning studies of undernutrition. The work was done 
in Wuppertal, Germany, during the years 1946-49. Re- 
sults of wartime food shortage, using as subjects mostly 
German civilians and repatriated war prisoners, bring 
forth many new and confirm several established facts 
regarding undernutrition. Practically every important 
phase of severe malnutrition is investigated: hunger 
edema, skin effects, radiological observations on the 
alimentary tract, hepatic structure and function, neuro- 
muscular system, emotional disturbances, effect of pos- 
ture on the volume and composition of the body fluids, 
cardiac output and the peripheral circulation, response 
to unlimited food, the size of the baby at birth and 
the yield of breast milk, and so on. 


The approach to this massive experimental possi- 
bility was well handled. Normal individuals, serving 
as “controls,” make this group of studies more au- 
thentic than some cases previously reported. A dis- 
cussion of the German background is historically enter- 
taining. 

With each chapter there is usually a very extensive 
reference listing. The last section consists of several 
photographic plates illustrating many important le- 
sions resulting from undernutrition and scenes of the 
background where the work was undertaken. 

It is remarkable that no more vitamin or mineral 
deficiencies, other than the skin lesions mentioned, 
were described in such a field of severe undernutrition. 


Books Received 


Synopsis of Genitourinary Diseases. By Austin I. Dodson, M.D., 
F.A.C.S., Professor of Genitourinary Surgery, Medical College 
of Virginia; Genitourinary Surgeon to the Hospital Division, 
Medical College of Virginia; Genitourinary Surgeon to Crippled 
Children’s Hospital; Urologist to St. Elizabeth’s Hospital; 
Urologist to St. Luke’s Hospital and McGuire Clinic, and 
Donald L. Gilbert, M.D., Instructor in Urology, Medical Col- 
lege of Virginia, Richmond, Virginia. Fifth Edition. 313 
pages, with 122 illustrations. St. Louis: The C. V. Mosby 
Company, 1952. Price $4.00. 


The Oculorotary Muscles. By Richard G. Scobee, B.A., M.D., 
F.A.C.S., Assistant Professor of Ophthalmology, Washington 
University School of Medicine, St. Louis, Missouri. Second Edi- 
tion. 512 pages, with 159 illustrations. St. Louis: The C. V. 
Mosby Company, 1952. Price $11.00 


Manual of Electrocardiography. By Benjamin F. Smith, M.D., 
Professor of Clinical Medicine, Baylor University College of 
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Medicine, Houston, Texas. 215 pages, illustrated. Houston, 
Py (402 Lovett Boulevard): Elsevier Press, Inc., 1952. Price 
50. 


Correlative Cardiology. An Integration of Cardiac Function 
and the Management of Cardiac Disease. By Carl F. Shaffer, 
M.D., F.A.C.P., Associate Professor of Clinical Medicine, Baylor 
University College of Medicine; and Don W. Chapman, M.D., 
F.A.C.P., Associate Professor of Medicine, Baylor University 
College of Medicine. 525 pages, illustrated. Philadelphia and 
London: W. B. Saunders Company, 1952. Price $9.50. 


Skin Therapeutics. Prescription and Preparation. By M. K. 
Polano, Head of the Dermatological Department, Municipal 
Hospital, The Hague (Netherlands). With an Introduction by 
Clarence S. Livingood, Professor of Dermatology, The Univer- 
sity of Texas Medical Branch, Galveston. 276 pages. Houston, 
Texas (402 Lovett Boulevard): Elsevier Press, Inc., 1952. 


Basic Principles of Cancer Practice. A Book on Diagnosis, 
Prognosis, and Treatment of Human Neoplasms for the Gen- 
eral Practitioner and Medical Student. By Anderson Nettleship, 
M.D., F.A.C.P., Fellow, New York Academy of Medicine; Pro- 
fessor of Pathology, University of Arkansas School of Medicine; 
Pathologist-in-Chief, University Hospitals, Little Rock, Arkan- 
sas. 398 pages, illustrated. Baltimore: The Williams and 
Wilkins Company, 1952. Price $7.00. 


The History and Development of Neurological Surgery. By 
Ernest Sachs, A.B., M.D., Research Associate in Physiology, 
Yale University, New Haven; Formerly Professor of Clinical 
Neurological Surgery, Washington University School of Medi- 
cine, St. Louis. First Edition. 158 pages, illustrated. New 
York: Paul B. Hoeber, Inc., 1952. Price $5.00. 


Studies in Visual Optics. By Joseph I. Pascal, B.S., M.A., 
O.D., D. Licentiate in Optometry and in Medicine by the 
University of the State of New York; Director of Eye Depart- 
ment, Stuyvesant Polyclinic; Attending Ophthalmologist, New 
York Polyclinic Medical School and Hospital, Outpatient De- 
partment; Lecturer in Ophthalmology, New York Polyclinic 
Medical School and Hospital. 800 pages, illustrated. St. Louis: 
The C. V. Mosby Company, 1952. Price $12.50. 


Pathogenesis of Cancer and Applied Therapy. By John E. 
Gregory, M.D. 182 pages, illustrated. Boston: Bruce Humph- 
ries, Inc., 1952. Price $7.50. 


Physical Medicine in General Practice. Third Edition. With 
twenty-two contributors. Edited by William Bierman, M.D. 
and Sidney Licht, M.D. 798 pages, illustrated. New York: 
Paul B. Hoeber, Inc., 1952. Price $12.50. 


The Human Pelvis. By Carl C. Francis, A.B., M.D., Assistant 
Professor of Anatomy, Department of Anatomy, Western Re- 
serve University, Cleveland, Ohio. 210 pages, with 61 illustra- 
tions, 3 in color. St. Louis: The C. V. Mosby Company, 1952. 
Price $5.50. 

New and Nonofficial Remedies. Containing descriptions of the 
articles which stand accepted by the Council on Pharmacy and 
Chemistry of the American Medical Association on January 1, 
1952. Issued Under the Direction and Supervision of The 
Council on Pharmacy and Chemistry, American Medical Asso- 
ciation. 838 pages. Philadelphia: J. B. Lippincott Company, 
1952. Price $3.00. 


Annual Reprint of the Reports of the Council on Pharmacy 
and Chemistry of the American Medical Association. With the 
Comments That Have Appeared in the Journal of the Ameri- 
can Medical Association, 1951. 165 pages. Philadelphia: J. B. 
Lippincott Company, 1951. 


Normal Blood Pressure and Hypertension. New Definitions. 
By Arthur M. Master, M.D., Cardiologist, The Mount Sinai 
Hospital, New York; Charles I. Garfield, M.D., Research 
Assistant in Cardiology, The Mount Sinai Hospital, New York; 
and Max B. Walters, M.D., F.R.C.P. (Can.), Member, Heart 
Station, Vancouver General Hospital, Canada. 144 pages, with 
36 illustrations and 25 tables. Philadelphia: Lea and Febiger, 
1952. Price $4.00. 


The Knee and Related Structures. Injuries—Deformities—Dis- 
eases—Disabilities. By Philip Lewin, M.D., F.A.C.S., F.1.CS., 
Professor and Chairman of Department of Bone and Joint 
Surgery, Northwestern University Medical School. 914 pages 
with 333 illustrations and 2 colored plates. Philadelphia: Lea 
and Febiger, 1952. Price $16.00. 
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A Text-bcok of Pathology. By E. T. Bell, M.D., Emeritus 
Professor of Pathology in the University of Minnesota, Minne. 
apolis, Minnesota. Contributors: B. J. Clawson, M.D., Emeri- 
tus Professor of Pathology in the University of Minnesota; and 
J. S. McCartney, M.D., Professor of Pathology in the Univer. 
sity of Minnesota. Seventh Edition. 1008 pages with 529 
illustrations and 5 plates in color. Philadelphia: Lea and 
Febiger, 1952. Price $12.00. 


The Treatment of Diabetes Mellitus. By Elliott P. Joslin, 
A.M., M.D., Sc.D., Medical Director, George F. Baker Clinic, 
New England Deaconess Hospital; Clinical Professor of Medi- 
cine Emeritus, Harvard Medical School; Howard F. Root, M.D., 
Physician, New England Deaconess Hospital; Priscilla White, 
M.D., Sc.D., Physician, New England Deaconess Hospital; 
Alexander Marble, A.M., M.D., Physician, New England Dea- 
coness Hospital. Ninth Edition. 722 pages, 26 illustrations, 
1 in color. Philadelphia: Lea and Febiger, 1952. Price $12.00. 


The Principles and Methods of Physical Diagnosis. Correlation 
of Physical Signs with Physiologic and Pathologic Changes in 
Disease. By Simon S. Leopold, M.D., Associate Professor of 
Clinical Medicine, School of Medicine and Graduate School of 
Medicine, University of Pennsylvania. With a chapter on 
Sounds from the Thorax: Acoustic Principles, by S. Reid 
Warren, Jr., Sr.D., in E.E., Professor of Electrical Engineering, 
the Moore School of Electrical Engineering, University of 
Pennsylvania. 430 pages with 390 illustrations and 19 color 
plates. Philadelphia and London: W. B. Saunders Company, 
1952. Price $7.50. 


Textbook of Medicine. By various authors. Edited by Sir 
John Conybeare, K.B.E., M.D., D.M. (Oxon.), F.R.C.P., Physi- 
cian to Guy's Hospital, London, and W. N. Mann, M.D. 
(Lond.), F.R.C.P., Assistant Physician to Guy’s Hospital, Lon- 
don. Tenth Edition. 912 pages, illustrated. Baltimore: The 
Williams and Wilkins Company, 1952. Price $8.00. 


Diseases of the Nervous System. Described for Practitioners 
and Students. By F. M. R. Walshe, M.D., D.Sc., F.R.S., Fellow 
of the Royal College of Physicians of London. Seventh Edi- 
tion. 365 pages, illustrated. Baltimore: The Williams and 
Wilkins Company, 1952. Price $5.50. 


Cardiography in General Practice. By Abraham I. Schaffer, 
M.D., Assistant Visiting Physician, Metropolitan City Hospital; 
Assistant Adjunct, Bronx Hospital, Assistant Physician, Flower- 
Fifth Avenue Hospital. 135 pages, illustrated. Baltimore: The 
Williams and Wilkins Company, 1952. Price $3.00. 


Vocational Services for Psychiatric Clinic Patients. By Thomas 
A. C. Rennie, M.D., Cornell University Medical College and 
the New York Hospital; and Mary F. Bozeman, Rehabilitation 
Project, National Association for Mental Health. 100 pages. 
Cambridge, Massachusetts: Harvard University Press, 1952. 
Price $1.25. 


Surgery of the Chest. A Handbook of Operative Surgery. By 
Julian Johnson, M.D., D.Sc.(Med.), Professor of Surgery, School 
of Medicine and Graduate School of Medicine, University of 
Pennsylvania; and Charles K. Kirby, M.D., Assistant Professor 
of Surgery, School of Medicine, University of Pennsylvania. 
Illustrated by Edna Hill. 387 pages, illustrated. Chicago: The 
Year Book Publishers, Inc., 1952. Price $9.00. 


Annual Review of Medicine. By Windsor C. Couing, Bs 
Stanford University School of Medicine; and Henry W. New- 
man, Associate Editor, Stanford University School of Medicine. 
Volume 3. 442 pages. Stanford, California: Annual Reviews, 
Inc., 1952. Price $6.00. 


Renal Function. Transactions of the Third Conference, Octo- 
ber 18-19, 1951, New York, New York. Edited by Stanley E. 
Bradley, Department of Medicine, College of Physicians and 
Surgeons, Columbia University. 210 pages, illustrated. Pack- 
anack Lake, New Jersey: Josiah Macy, Jr. Foundation, 1952. 
Price $3.50. 


Adrenal Cortex. Transactions of the Third Conference, No- 
vember 15-16, 1951, New York, New York. Edited by Elaine 
P. Ralli, Department of Medicine, College of Medicine, New 
York University, New York, New York. 204 pages, illustrated. 
Packanack Lake, New Jersey: Josiah Macy, Jr. Foundation, 
1952. Price $3.25. 


’Twixt the Cup and the Lip. Psychological and Socio-Cultural 
Factors Affecting Food Habits. By Margaret Cussler and Marty 
L. de Give. 262 pages. New York: Twayne Publishers, 1952. 
Price $3.95. 
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Southern Medical News 


ALABAMA 


Dr. Lee F. Turlington, Birmingham, has been appointed a 
member of the Council of the Southern Medical Association 
from Alabama for a regular Council term of five years, be- 
ginning at the close of the annual meeting in Miami, Florida, 
in November, the appointment agg | been announced recently 
by the President-Elect, Dr. Walter C. Jones, Miami, Florida. 
Dr. Turlington succeeds Dr. Wilbur M. Salter, Anniston, whose 
term will expire with the close of the Miami meeting in 
November, and who having served the constitutional limit is 
not eligible for reappointment. 

Alabama Radiological Society at a recent meeting elected Dr. 
William D. Anderson, Tuscaloosa, president; Dr. Courtney 
§. Stickley, Montgomery, vice-president; and Dr. James A. 
Meadows, Jr., Birmingham, secretary-treasurer. 

Dr. Charles R. Lafferty, Montgomery, was recently elected 
vice-president of the Alabama Association of Pathologists. 

Dr. Edgar Scott, Birmingham, was elected president of the 
International Academy of Proctology at a meeting held recently 
in Chicago. He also is a member of the board of trustees of 
the Academy. 

Dr. James R. Garber, Birmingham, has been elected presi- 
= of the Alabama Association of Obstetricians and Gyne- 
cologists. 


Dr. H. E. Askin, Alexander City, has been elected first 
chairman of the newly organized medical advisory committee 
of the North Alabama Red Cross blood program. Dr. William 
H. Riser, Jr., Birmingham, is medical chairman for the pro- 
gram in Jefferson County. 

Dr. W. G. Paul, acting health officer of Geneva County, 
joined the staff of the State Health Department July 1 as a 
consultant in venereal disease and cancer control in the bureau 
of preventable diseases. Dr. J. W. Beasley, Geneva, succeeds 
Dr. Paul as acting Geneva County health officer. 

Three Alabama schools have been awarded grants totalling 
$44,228 for cancer research: Alabama Polvtechnic Institute, 
$12,000; Tuskegee Institute, $3,500; and Southern Research 
Institute, $28,728. 


ARKANSAS 


Dr. Lowry H. McDaniel, Tyronza, and Dr. King Wade, Hot 
Springs National Park, were delegates to the National Demo- 
cratic Convention held in Chicago the latter part of July. 

Arkansas Medical Society at its annual meeting installed Dr. 
S. A. Drennen, Stuttgart, president; and elected Dr. Richard 
C. Dickinson, Horatio, president-elect; Dr. W. A. Snodgrass, Jr., 
Little Rock, first vice-president; Dr. J. G. Gladden, Harrison, 
second vice-president; Dr. A. F. Barr, Cherry Valley, third 
vice-president; Dr. Dan H. Autry, Little Rock, treasurer; and 
Dr. W. R. Brooksher, Fort Smith, secretary, re-elected. 

Dr. Lows H. McDaniel, Tyronza, has been elected president 
of the nat” Rotary Club. 

Dr. S. A. Drennen, Stuttgart, has been re-elected a director 
of the Arkansas Wildlife Federation. 

The Urology Clinic has been formed by James W. Head- 
stream and Hugh F. Rives in the Waldon Building, Little Rock. 

Dr. George Burton, El Dorado, has been elected president 
of the Arkansas-Louisiana-Texas Academy of Medicine. 


DISTRICT OF COLUMBIA 


The Medical Society of the District of Columbia has in- 
_— Dr. Wallace M. Yater, president, assuming office July 
1; and elected Dr. Herbert P. Ramsey, president-elect; Dr. 
Maurice A. Selinger, first vice- president; and Dr. Cecile L. 
Fusfeld, second vice-president. Mr. Theodore Wiprud is 
secretary-treasurer. 
District of Columbia Tuberculosis Association celebrated its 
h anniversary at its annual meeting and dinner held 
May 12. The following were re-elected to office: Dr. Charles 


E. Bish, president; Dr. Clarence W. Davis, vice-president; Mr. 
Bernard L. Amiss, treasurer; and Dr. TlLelma Hunt, secretary. 
The name of the Hunter Laboratories, Washington, has been 
to Oscar B. Hunter Memorial Laboratory in memory 

of its founder, the late Dr. Oscar B. Hunter. 
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Washington Medical and Surgical Society has elected Dr. 
George W. Reeves, president; Dr. John M. Orem, vice- 
president; and Dr. Emil J. C. Hildenbrand, secretary. Dr. 
Frank E. Gibson, Sr., is permanent treasurer. 

Dr. W. Ross Morris, Washington, has been appointed a 
corporate member of Hospital Service Agency, representing the 
Medical Society of the District of Columbia, succeeding the 
late Dr. Oscar B. Hunter. 


The first psychiatric clinic especially set up for Washington 
school children is sponsored by the Kiwanis Club of Eastern 
Branch, D. C. Dr. Addison M. Duval and Dr. Manson B. 
Pettit, both of St. Elizabeths Hospital, are the chief-of-staff and 
chief-of-service, respectively. 

Dr. John A. Reed, Washington, was elected secretary of the 
American Diabetes Association at its annual meeting held in 
Chicago in June. 

The Association for the Advancement of Exceptional Chil- 
dren of the Metropolitan Area of Washington, D. C., Inc., has 
changed its name to Help for Retarded Children, Inc. 


Dr. J. Bay Jacobs (class of 1921) at the annual “Old Timers 
Meeting” of the Georgetown Clinical Society held in Washing- 
ton, received the Award of Honor for the year 1952 for “his 
years of service as a professor and his ability as an obstetrician.” 
Dr. Jacobs was formerly associate professor of obstetrics at 
Georgetown University School of Medicine. 

Dr. Alfred E. Brigulio, Washington, has been appointed co- 
ordinator for medical care services by the Office of Civil De- 
fense of the Government of the District of Columbia succeeding 
the late Dr. Oscar B. Hunter. 


Georgetown University School of Medicine, Washington, has 
been awarded a research grant-in-aid of $5,250 by the Ameri- 
can Heart Association for the study of mechanism of blood 
flow in dogs, in which a heart pump will be used to permit 
control of the rate, volume, and speed at which blood is 
injected. 


FLORIDA 


Dr. H. Marshall Taylor, Jacksonville, president of the Ameri- 
can Laryngological Association, presided over the annual meet- 
ing held in Toronto, Canada, May 23-24. Dr. Taylor is a 
past president of the Southern Medical Association. 

The Tri-State Obstetrical Seminar will be held in Daytona 
Beach, September 8-10. 

St. Francis Hospital, Miami, has a new department, the 
Pediatric Pavilion, which was opened officially on March 31, 
following a public inspection on the preceding Sunday. 

Active Members of Blue Shield of Florida, Inc., at the 
annual meeting held in Hollywood Beach recently, elected the 
following officers: Dr. Leigh F. Robinson, Fort Lauderdale, 
president; Dr. Duncan McEwan, Orlando, first vice-president; 
Dr. J. O. W. Rash, Miami, second vice-president; Mother 
Loretto Mary, Tampa, secretary; and Dr. F. J. Waas, Jackson- 
ville, treasurer. 

Gulf Coast Clinical Society will held its meet scientific 
meeting in Pensacola, San Carlos Hotel, October 16-17. 


Dr. Ralph W. Jack, Miami, was elected vice-president of the 
Continental Gynecological Society at the meeting held recently 
in New Orleans, Louisiana. 

Dr. Eugene L. Jewett, Orlando, and Dr. Ruth S. Jewett, 
Winter Park, presented papers at a recent meeting of the 
International College of Surgeons at Madrid, Spain. 


Dr. Ernest J. Stevens, Orlando, has returned to his practice 
after attending postgraduate courses at the Cook County 
Graduate School of Medicine in Chicago. 


Dr. Thomas H. Lipscomb, Jacksonville, has been re-elected 
representative director, Duval County Tuberculosis Association 
on the Florida Tuberculosis Board. 


Dr. Richard C. Cumming, Ocala, has been named Ocala’s 
“outstanding citizen for 1951" by the Junior Chamber of 
Commerce. 


Florida Trudeau Society at its meeting held in Daytona 
Beach elected Dr. Phillip W. Horn, Jacksonville, president; 
and Dr. Hawley W. Seiler, Tampa, vice-president. 


Dr. G. Dekle Taylor, Jacksonville, succeeds Dr. Hugh A. 
Carithers, Jacksonville, as president of the Community Board 
of the Children’s Speech Correction Clinic. 


The new medical building of Dr. Arthur L. Hardie, Jr., 
Jacksonville, was dedicated to the memory of Dr. Robert B. 
Glenn, who with his wife was killed on April 25, 1951 in an 
airplane crash at Key West. The dedication took place just 
one year after the crash. 


1952 
eritus 
-meri- 
and \ 
niver- 
529 
Joslin, 
Clinic, 
Medi- 
M.D., 
White, 
spital; 
Dea- 
ations, 
512.00. 
elation 
ges in 
sor of 
ool of | 
er on 
Reid 
ecring, 
sity of 
) color 
mpany, 
by Sir 
Physi- 
M.D. 
l, Lon- 
e: The 
+ 
itioners 
Fellow 
th Edi- 
ns and | 
chaffer, 
ospital; ' 
Flower- 
re: The 
Thomas 
ge and 
ilitation 
pages. 
» 162 
ery. By 
School 
rsity of 
>rofessor 
sylvania. 
go: The 
Editor, 
V. New- 
{edicine. 
Reviews, ‘ 
¢, Octo- 
anley 
ans and 
|. Pack- 
nm, 1952. 
nce, No- 
y Elaine 
ne, New 
ustrated. 
indation, 
-Cultural 
nd Mary q 
rs, 1952. 


778 SOUTHERN MEDICAL JOURNAL 


Dr. Karl B. Hanson, Jacksonville, has been doing post- 
graduate work and attending clinics at Ann Arbor, Michigan. 

Southwest Florida Tuberculosis Hospital, Tampa, dedicated 
late in March, cost approximately $4,500,000, including fix- 
tures and equipment. 

Dr. Maurice I. Edelman, Miami, has opened an additional 
office in Miami Beach for the practice of ear, nose, throat, 
bronchoscopy and plastic surgery. 


GEORGIA 


Dr. V. P. Sydenstricker, Augusta, has been elected an hon- 
orary member of the Horse Shoe Club of London, the ob- 
jectives of which are to foster friendship between Americans 
and Englishmen interested in the cure and prevention of 
disease, to encourage exchange and clinical appointments be- 
tween the two countries, and to provide hospitality for overseas 
visitors. 

Dr. Arthur G. Singer, Toccoa, has been appointed medical 
director for civil defense for Stephens County. 

Dr. Exum B. Walker, Atlanta, and Miss Frances Richardson, 
Montezuma, were married recently. 


Dr. Gibson M. Pattillo, Jr., formerly of Rossville, has opened 
an office in Alma for general practice. 

Dr. Jesse M. McElveen, Brooklet, who has completed fifty 
years of practice in Bulloch County, was honor guest at a 
reception held recently under the sponsorship of the Brooklet 
Kiwanis Club. 

Dr. Merrill Lineback has opened offices in Atlanta for the 
practice of otolaryngology. 

Dr. J. E. Griffith, Rockmart, has been named plant physi- 
cian at the Lockheed Medical Center, Marietta, succeeding Dr. 
E. A. Musarra, who resigned that position to return to private 
practice in Marietta. 


Dr. James B. Craig, Savannah, on July 1 reported for duty 
as associate professor of psychiatry, Ohio State University Medi- 
cal School and assistant medical director, Columbus Receiving 
Hospital, the psychiatric institute for Ohio State. Dr. Craig 
has been practicing neuropsychiatry in Savannah since 1946. 

Dr. Hugh A. Goodwin, Jr., Summerville, is chairman of the 
medical advisory committee of Chattooga County’s Red Cross 
blood program. 

Dr. James A. Kaufmann has opened offices in Atlanta for 
the practice of internal medicine. 


Emory University School of Medicine, Atlanta, offers two 
postgraduate courses as announced by Dr. Russell H. Oppen- 
heimer, director of medical postgraduate education at Emory. 
One on general medicine and surgery will run the week of 
October 6, and the other on cardiology the week of October 
20. The first is open to general practitioners in the region 
and will be given by Emory in cooperation with the Medical 
Association of Georgia and the Georgia Chapter of the Ameri- 
can Academy of General Practice. 


Emory University, Atlanta, has been awarded a $6,000 re- 
search contract by the Atomic Energy Commission. The project 
will be directed by Dr. William H. Jones, professor of chem- 
istry at the University. 

Medical College of Georgia, Augusta, has been awarded a 
research grant-in-aid of $4,462.50 by the American Heart Asso- 
ciation for the study of nervous and glandular factors asso- 
ciated with artificially produced high blood pressure in dogs. 


Dr. James V. Warren, formerly of Atlanta, now of Durham, 
North Carolina, was elected president of the American Federa- 
tion for Clinical Research at the national meeting held in 
Atlantic City, New Jersey, May 4. 


KENTUCKY 


Dr. Arthur Clayton McCarty, Louisville, has been appointed 
a member of the Council of the Southern Medical Association 
from Kentucky for a regular Council term of five years, be- 
ginning at the close of the annual meeting in Miami, Florida, 
in November, the appointment having been announced recently 
by the President-Elect, Dr. Walter C. Jones, Miami, Florida. 
Dr. McCarty succeeds Dr. Clifford N. Heisel, Covington, whose 
term will expire with the close of the Miami meeting in 
November, and who having served the constitutional limit is 
not eligible for reappointment. 


Dr. Carlisle Morse, Louisville, Chairman of the Kentucky 
State Medical Association Committee on Diabetes, has been 
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named to the American Diabetic Association's Committee on 
Diabetic Detection and Education. 


The third annual meeting of the Kentucky Society for the 
Advancement of Pediatrics was held recently. 

Dr. Emmet F. Horine, historian of the Kentucky State 
Medical Association, addressed the special meeting of the Cin. 
cinnati Academy of Medicine at the University of Cincinnati, 
May 27, on “Cincinnatian Unique: Daniel Drake,’ this being 
the 100th anniversary of the death of Dr. Daniel Drake, pioneer 
Kentucky physician and founder of the Medical College of 
Ohio (now Medical College of the University of Cincinnati). 

Dr. Rudolph J. Noer, associate professor of surgery and 
assistant dean, Wayne University School of Medicine, Detroit, 
Michigan, on September 1 will assume duties as head of the 
department of surgery, University of Louisville School of Medi- 
cine, and at which time he will also become chief of surgery 
of the Louisville General Hospital. Dr. Noer replaces Dr. 
R. Arnold Griswold. 


LOUISIANA 


Louisiana State Medical Society at its annual meeting held 
at Shreveport in April installed Dr. William Everett Barker, 
Jr., Plaquemine, president; and elected Dr. Philip H. Jones, 
New Orleans, president-elect; Dr. Ralph H. Riggs, Shreveport, 
first vice-president; Dr. T. F. Kirn, New Orleans, second vice- 
president; Dr. D. J. Flourrier, Baton Rouge, third vice- 
president; and Dr. C. G. Cole, secretary-treasurer for another 
period of five years. 

The Journal of the Louisiana State Medical Society will be 
the name of the New Orleans Medical and Surgical Journal 
beginning with the issue of January 1953. 

Tulane University School of Medicine, New Orleans, has 
been awarded a research grant-in-aid of $9,135 by the Ameri- 
can Heart Association for studying new methods of physiology 
of kidney tissue which may throw light on the function of this 
organ in congestive heart failure, and $3,675 for the study of 
the role of ferritin, an iron-protein compound, with particular 
reference to the kidney. 

A joint meeting of the Louisiana Academy of General Prac- 
tice, Louisiana State University School of Medicine, and the 
state division of the American Cancer Society was held on 
June 19 at Alexandria. 


Dr. B. Bernard Weinstein, associate professor of clinical 
gynecology, Tulane University School of Medicine, New Orleans, 
has been elected an honorary member of the Obstetrical and 
Gynecological Society of Peru. 


Dr. George E. Burch, head of Tulane University, Department 
of Medicine, New Orleans, has been awarded a Guggenheim 
Memorial Foundation Fellowship for study of sickle cell anemia. 


Dr. Neal Owens, professor of clinical surgery, Tulane Uni- 
versity School of Medicine, New Orleans, was elected president 
of the American Association of Plastic Surgeons at the annual 
meeting held recently in St. Louis, Missouri. 


Dr. Rufus H. Alldredge, associate professor of orthopedics, 
Tulane University School of Medicine, New Orleans, repre- 
sented the American Orthopedic Association at a joint meeting 
of the United States, British, Canadian, Australian, New Zea- 
land and South African orthopedists in London, June 30-July 

He also visited orthopedic centers in England, France, Italy 
and Switzerland. 


MARYLAND 


Medical and Chirurgical Faculty of Maryland at its recent 
annual meeting elected Dr. Alan M. Chesney, president; Drs. 
Frank J. Geraghty, R. Carmichael Tilghman and William F. 
Williams, vice-presidents; Dr. George H. Yeager, secretary; Dr. 
J. Albert Chatard, treasurer; and Dr. Everett S. Diggs, assistant 
secretary. 

Dr. Norman B. McCullough has been appointed by the 
Surgeon General as Chief of Clinical Research at the Micro- 
biological Institute of the National Institutes of Health, 
Bethesda. 

Dr. John William Hillman, Baltimore, has been appointed 
assistant professor of surgery, Vanderbilt University School of 
Medicine, Nashville, Tennessee. 

Dr. Samuel Addison Marable, who received his M.D. degree 
June 8 at Vanderbilt University School of Medicine, Nashville, 


Continued on page 34 


Vo 


| 
ty 


1952 


pedics, 


neeting 
w Zea- 
30-July 
e, Italy 


ssistant 
Micro- 
Health, 


inted 
of 


degree 
ashville, 


Vol. 45 No. 8 SOUTHERN MEDICAL JOURNAL 33 


CREAM 


in seborrheic dermatitis particularly “when . . . 
superficial irritation and eczematization 

or maceration are present . .. and when other 
conventional remedies irritate.”* 


“Sulzberger, M. B., and Baer, R. L.: 
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Tennessee, has begun an internship in surgery at Johns Hopkins 
Hospital, Baltimore. He was awarded the Founders Medal in 
the School of Medicine at Vanderbilt, this medal being awarded 
to the student in the graduating class who attains the highest 
average standing in scholarship throughout the four consecutive 
years of study. 


Dr. Henry W. Scott, Jr., associate professor of surgery, Johns 
Hopkins Hospital, Baltimore, has been appointed professor of 
surgery, Vanderbilt University School of Medicine, Nashville, 
and surgeon-in-chief to the Vanderbilt University Hospital, 
Nashville, succeeding Dr. Barney Brooks, who becomes pro- 
fessor emeritus. 

Southern Branch of the American Public Health Association 
held its annual meeting in Baltimore on April 17-19. The 
Southern Branch membership includes public health workers 
in sixteen states south and west of Pennsylvania, including 
Missouri, Oklahoma and Texas and also workers from the 
District of Columbia and from a number of Latin American 
countries. Dr. L. M. Graves, Director of the Memphis-Shelby 
County Health Department, Memphis, Tennessee, is president 
of the Southern Branch. 

Dr. Alfred Ullman, chief consultant in surgery, Sinai Hos- 
pital, Baltimore, since 1946, is celebrating his 50th anniversary 
in the practice of surgery. He served as surgeon-in-chief of 
Sinai Hospital from 1938 to 1945, fi ded and d d its 
research laboratory. 


Dr. Isadore A. Siegel, Baltimore, visiting gynecologist and 
attending obstetrician at Sinai Hospital since 1926, assumed 
new duties on June 1 as obstetrician-in-chief, succeeding Dr. 
Alan F. Guttmacher, who recently resigned to accept the newly 
created post of full-time director of obstetrics and gynecology 
at Mt. Sinai Hospital in New York. 


MISSISSIPPI 


Mississippi State Medical Association at its eighty-fourth 
annual meeting held in Jackson, May 13-15 installed Dr. Lamar 
Arrington, Meridian, president; and elected Dr. M. Q. Ewing, 
Amory, president-eiect; Dr. George W. Twente, Jackson, secre- 
tary; and Mr. Rowland B. Kennedy, Jackson, executive secre- 
tary. 


Dr. W. Gerald Morson, after several years in the public 
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health field with the Mississippi State Board of Health, has 
been appointed Associate Director of the Merrell Medical Re. 
search Department a3 announced by the director of medica] 
research of The Wm. S. Merrell Company, Cincinnati, Ohio, 
Dr. Morson was formerly director of the DeSoto (Mississippi) 
County health unit, and earlier he was engaged in the practice 
of medicine in London, England and Nova Scotia, Canada, 


MISSOURI 


St. Louis Ophthalmic Society at its annual business meeting 
elected Dr. Edmund B. Alvis, president; Dr. Robert D. Mattis, 
vice-president; Dr. Benjamin Milder, secretary; and Dr. A. G, 
Boldizer, treasurer. 

Research grants-in-aid have been awarded by the American 
Heart Association to the Washington University School of 
Medicine, St. Louis, $5,250 for the study of efforts of metab- 
olism in production of heart failure; and $2,940 for chemical 
study of heart muscle protein in relation to action of heart 
drugs. 

St. Louis University School of Medicine Alumni Association, 
at its annual meeting held in Chicago, June 10, elected Dr. 
Thomas Coogan of Chicago, president. Dr. Edmond F. Sassis, 
assistant professor of clinical neurology and psychiatry, St, 
Louis University School of Medicine, St. Louis, is vice-president; 
and Dr. Clement B. Grebel, assistant to the dean of the School 
of Medicine, was re-elected secretary-treasurer. 


Dr. William H. Olmsted, St. Louis, was elected treasurer of 
the American Diabetes Association at the meeting held in 
Chicago in June. 

Dr. Paul Zentay, St. Louis, president of the Missouri Social 
Hygiene Association, at the annual meeting held in St. Louis, 
received an honorary life membership in the association, “in 
grateful recognition of his valued leadership and many con- 
tributions to social hygiene.”’ 

St. Louis was chosen for the next meeting of the American 
Association of Pathologists and Bacteriologists, the date April 
2-4, 1953. This organization held its meeting in New York, 
April 10. 

Dr. Harry N. Glick, assistant professor of clinical otolaryn- 
gology, Washington University School of Medicine, St. Louis, 
was awarded first prize for his exhibit, ‘““The Anatomy and 
Surgery of the Temporal Bone,’ at the Pan-American Con- 
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EYE, EAR, NOSE and THROAT 

A combined full-time course covering an academic year 
(9 months). It consists of attendance at clinics, witness- 
ing operations, lectures, demostration of cases and 
cadaver demonstrations; operative eye, ear, nose and 
throat on the cadaver; head and neck dissection (ca- 
daver); clinical and cadaver demonstrations in broncho- 
scopy, laryngeal surgery and surgery for facial palsy; 
refraction; radiology; pathology; bacteriology; embryol- 
ogy; physiology, neuro-anatomy; anesthesia; physical 
medicine; allergy; examination of patients preoperatively 
and follow-up postoperatively in the wards and clinics. 
Also refresher courses (3 months). 


UROLOGY 

A combined full-time course in Urology, covering an 
academic year (8 months). It comprises instruction in 
pharmacology; physiology; embryology; biochemistry; 
bacteriology and pathology; practical work in surgical 
anatomy and urological operative procedures on the 
cadaver; regional and general anesthesia (cadaver); office 
gynecology; proctological diagnosis; the use of the oph- 
thalmoscope; physical diagnosis; roentgenological inter- 
pretation, electro cardiographic interpretation; derma- 
tology and syphilology; neurology; physical medicine; 
continuous instruction in cystoendoscopic diagnosis and 
operative instrumental manipulation; operative surgical 
clinics; demonstrations in the operative instrumental 
management of bladder tumors and other vesicle lesions 
as well as endoscopic prostatic resection; attendance at 
departmental and general conferences. 


THE NEW YORK POLYCLINIC 
MEDICAL SCHOOL AND HOSPITAL 


(Organized 1881) 
(The Pioneer Post-Graduate Medical Institution in America) 


For Information about these and other courses: ADDRESS 
THE DEAN, 345 WEST 50th STREET, NEW YORK 19, N. Y. aa 


SURGERY and ALLIED SUBJECTS 


A combined surgical course comprising general surgery, 
traumatic surgery, abdominal surgery, gastroenterology, 
proctology, gynecological surgery, urological surgery. 
Attendance at lectures, witnessing operations, examina- 
tion of patients preoperatively and postoperatively and 
follow-up in the wards postoperatively. Pathology, 
radiology, physical medicine, anesthesia. Cadaver dem- 
onstrations in surgical anatomy, thoracic surgery, proc- 
tology, orthopedics. Operative surgery and operative 
gynecology on the cadaver; attendance at departmental 
and general conferences. 


RADIOLOGY 


A comprehensive review of the physics and higher 
mathematics involved, film interpretation, all standard 
general roentgen diagnostic procedures, methods of 
application and doses of radiation therapy, both x-ray 
and radium, standard and special fluoroscopic proce- 
dures. A review of dermatological lesions and tumors 
susceptible to roentgen therapy is given, together with 
methods and dosage calculation of treatments. Special 
attention is given to the newer diagnostic methods asso- 
ciated with the employment of contrast media such as 
bronchography with Lipiodol, uterosalpingography, visu- 
alization of cardiac chambers, perirenal insufflation and 
myelography. Discussions covering roentgen depart- 
mental management are also included; attendance at 
departmental and general conferences. 


4 
| 


Vol. 45 No. 8 SOUTHERN MEDICAL JOURNAL 35 


FOR INCREASED CARBOHYDRATE ALIME 


With 10% Travert solutions, a patient’s carbohydrate needs can be more nearly satisfied 
within a reasonable time with no increase in fluid volume or vein damage. 
Travert solutions are sterile, crystal-clear, colorless, non-pyrogenic and non-antigenic. 
They are prepared by the hydrolysis of cane sugar and are composed of equal parts 
of p-glucose (dextrose) and p-fructose (levulose). 
Travert solutions are available in water or saline in 150 cc., 500 cc., 1000 cc. sizes. 
For the treatment of potassium deficiency, 10% Travert solutions with 0.3% potassium 
chloride are also available in 1000 cc. containers. 
Travert is a trademark of BAXTER LABORATORIES, INC. 


products of 


BAXTER LABORATORIES, INC. 
Morton Grove, Illinois * Cleveland, Mississippi 
DISTRIBUTED AND AVAILABLE ONLY IN THE 37 STATES EAST OF THE ROCKIES (except in the city of El Paso, Texas) THROUGH 


AMERICAN HOSPITAL SUPPLY CORPORATION 


GENERAL OFFICES * EVANSTON, ILLINOIS 
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gress of Otolaryngology and Bronchoesophagology meeting held 
recently in Havana, Cuba. 


NORTH CAROLINA 


Medical Society of the State of North Carolina, at its ninety- 
eighth annual meeting held recently, installed Dr. James Street 
Brewer, Roseboro, president; and elected Dr. Joseph A. Elliott, 
Charlotte, president-elect; Dr. George Paschal, Raleigh, first 
vice-president; Dr. Forest Houser, Cherryville, second vice- 
president; and re-elected Dr. Millard D. Hill, Raleigh, secretary- 
treasurer. Mr. James T. Barnes, Raleigh, is executive secre- 
tary. 

North Carolina Tuberculosis Association at its recent annual 
meeting held in Raleigh elected Miss Elizabeth Smith, Golds- 
boro, president; Dr. A. Derwin Cooper, Durham, vice-president; 
Dr. R. B. C. Franklin, Mount Airy, secretary; and Mr. T. W. 
Steed, Raleigh, treasurer. Mr. Frank W. Webster, executive 
secretary for the past thirteen years, has resigned to become 
executive secretary of the American Trudeau Society with head- 
quarters in New York. 

Dr. Eugene A. Stead, Durham, has been elected president of 
the American Society for Clinical Investigation. 

North Carolina Trudeau Society has elected Dr. FE. E. Mene- 
fee, Jr., Durham, president; Dr. C. D. Thomas, Black Moun- 
tain, vice-president; and Dr. Hege Kapp, Winston-Salem, 
secretary-treasurer. 


Dr. James V. Warren, formerly a professor of medicine and 
physiology, Emory University School of Medicine, Atlanta, 
Georgia, has been appointed a professor of medicine at Duke 
University School of Medicine, Durham. He was elected presi- 
dent of the American Federation for Clinical Research at a 
recent meeting. Dr. Warren has been on a three weeks leave 
of absence to serve on a U. S. Navy medical project in Africa. 

Dr. F. M. Simmons Patterson and Dr. Joseph F. Patterson 


announce their association in the practice of general surgery 
in New Bern. 


OKLAHOMA 


University of Oklahoma School of Medicine, Oklahoma City, 
has a newly appointed full-time professor and head of the 
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Department of Medicine, Dr. Stewart G. Wolf, Jr., formerly 
associate professor of medicine, Cornell University Medical Col. 
lege; and an associate professor of medicine, Dr. Robert M. 
Bird, formerly instructor and assistant professor at Cornell. 


Oklahoma Medical Research Institute has been awarded a 
grant-in-aid by the American Heart Association of $4,200 for 
research in the study of influence of adrenal hormones on 
heart damage and enzymes. 


Physicians associated in the new Gill-McBride Clinic, Ada, 
are Drs. William T. Gill, Ollie McBride, Carl D. Osborn and 
Stearley P. Harrison. 


Dr. Ray Lindsay, Pauls Valley, is building a new wing on 
his hospital. 

Dr. Eugene A. Hale is the new full-time physician for the 
Oklahoma State Hospital. 


Dr. Oscar R. White, Oklahoma City, has been elected presi- 
dent of the University of Oklahoma Board of Regents. 


Dr. J. B. Clark, Coalgate, has been elected chairman of the 
council of the new Mary Hurley Hospital at Coalgate. 


Dr. William P. Longmire, Jr., Sapulpa, is spending several 
months in Germany, teaching at the University of Berlin and 
doing surgery. 

Dr. R. H. Mayes, Anadarko, is the newly appointed county 
superintendent of health for Stephens and Caddo Counties. 


Dr. R. R. Hannas, Jr., who has completed his year’s surgical 
residency at the University of Kansas, has joined the McMurry- 
Stowers Clinic and Hospital, Sentinel. 

Dr. Stewart Wolf, Oklahoma City, was elected vice-president 
of the American Federation for Clinical Research at the na- 
tional meeting held recently in Atlantic City. 


SOUTH CAROLINA 


South Carolina Medical Association at its annual meeting 
held at Myrtle Beach installed Dr. L. P. Thackston, Orange- 
burg, president; and elected Dr. C. R. F. Baker, Sumter, 
president-elect; Dr. George Johnson, Spartanburg,  vice- 
president; Dr. Robert Wilson, Jr., Charleston, secretary; and 
Dr. Howard Stokes, Florence, treasurer. 


Continued on page 38 
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wil | Valentine product... 


esident for more effective control of gastric hyperacidity. 
Particularly indicated in peptic ulcer, “heartburn” of pregnancy, gastric 
hypermotility, chronic dyspepsia and other functional indigestions. 


VALENTINE 


A combination of dihydroxy aluminum aminoacetate, 
N.N.R., sodium carboxymethyleellulose and glycine. 


e acts almost immediately to give prompt relief 
from gastric distress 


e maintains a desirable pH of gastric contents for 
hours with no depression of peptic activity 


e produces neither secondary acid rise nor 


systemic alkalosis 
e provides a mild, physiologic corrective of 
constipation 
Supplied in bottles of e easily and acceptably administered in tablets 
100 and 1000 tablets. which require no chewing 


VALENTINE COMPANY, INC. 
Richmond 9, Virginia 
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OWNERSHIP 


What one typical “Doctor and Technician” 
were looking for when they chose 
the Sanborn Viso-Cardiette. 


(wy wanted an electrocardiograph 
that I can count on for 
complete Accuracy, Continuity 

of Service, and long-term 
Economy. I wanted one that 
meets all standard 
specifications, and has 
the best reputation among 
my colleagues.” 


"| like to work with an 


instrument that is quick and 
easy to operate, no trouble to care 
for... and good looking! 
Continuous ‘Service Helps’ 
by mail from the 
manufacturer appealed 


to me also.” 


The coupon below 
will bring you 
new descriptive 
literature on the 


City & State 
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Continued from page 36 

Dr. Z. W. Gramling, formerly of Johnston, has moved to 
Orangeburg. Dr. T. K. Fairey has resumed his practice in 
Johnston in order to relieve the shortage of physicians there. 

Dr. William H. Prioleau, Charleston, has been elected presi- 
dent of the Association of Surgeons of the Southern Railway 
System. 

South Carolina Heart Association has re-elected Dr. John 
Boone, Charleston, president; and named Dr. A. Izard Josey, 
Columbia, vice-president. 

Dr. Luis Fernandez, Jr., has opened offices for the practice 
of medicine in Aiken. 

Dr. Charles B. Hanna is associated with Dr. Walter D. 
Hastings, Jr., in the practice of general surgery at Spartanburg. 


TENNESSEE 


Dr. Charles R. Thomas, Chattanooga, has been appointed a 
member of the Council of the Southern Medical Association 
from Tennessee for a regular Council term of five years, be- 
ginning at the close of the annual meeting in Miami, Florida, 
in November, the appointment having been announced re- 
cently by the President-Elect, Dr. Walter C. Jones, Miami, 
Florida. Dr. Thomas succeeds Dr. R. L. Sanders, Memphis, 
whose term will expire with the close of the Miami m 
in November, and who having served the constitutional limit 
is not eligible for reappoi 

The Nashville Medical Assembly (formerly the Nashville 
Postgraduate Medical Assembly) will hold its fifth annual 
session at the Hotel Hermitage, October 29-31. The Assembly 
is sponsored by the Nashville Academy of Medicine and the 
Davidson County Medical Society. 

West Tennessee Medical and Surgical Association has elected 
Dr. M. A. Blanton, Jr., Union City, president; Dr. Forest 
McAnulty, Bolivar, first vice-president; Dr. James _ Fields, 
Milan, second vice-president; and Dr. Cecil Brown, Jackson, 
won lamaamanas The 1953 meeting will be held at Dyers- 

urg. 

Dr. John William Hillman, formerly instructor in orthopedic 
surgery, Johns Hopkins University School of Medicine, Balti- 
more, Maryland, has m appointed assistant professor of 
surgery, Vanderbilt University School of Medicine, Nashville. 


Continued on page 40 


ment. 


Fifth Annual 


Postgraduate Course for 
General Practitioners 


Emory University School of Medicine 
in cooperation with 


The Medical Association of Georgia 
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The Georgia Chapter 
of the 
American Academy of General Practice 


October 6-10, 1952 


Registration fee — $10.00 


Programs with application blanks 
will be available September 1. 


Address all communications to 
Director of Postgraduate Education 
Emory University School of Medicine 
36 Butler St., S. E. 

Atlanta 3, Georgia 
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more than iron alone 


...may be needed to accelerate recovery in 
microcytic hypochromic anemia. This is particularly 
true when the anemia is the result of blood loss. In such 
cases, you will want to prescribe not only iron but 
all the elements known to be essential for the 
development and maturation of red blood cells. 
“Bemotinic” provides all these factors. 


Ferrous sulfate exsic. (8 gr.) . . 200.0 mg. 
Each Vitamin B,, U.S.P. (crystalline) . 10.0 meg. 
capsule Gastric mucosa (dried) ...... 100.0 mg. 
contains: Desiccated liver substance, N.F. . 100.0 mg. 
Thiamine HCl (B,) ........ 10.0 mg. 
Vitamin C (ascorbic acid) .... 50.0 mg. 


In macrocytic hyperchromic anemias, “Bemotinic” 
will provide additional support to specific 
therapy, or may be used for maintenance once 
remission has been achieved. In many 
pernicious anemia patients there is a need for 
iron because of a co-existent iron deficiency. 


Suggested Dosage: One or 2 capsules (preferably 
taken after meals) three times daily or as 
indicated. 


No. 340—Supplied in bottles of 100 and 1,000 


“CAPSULES 


i Ayerst, McKenna & Harrison Limited - 
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for failing and 


convalescent hearts 


PASANOL 


(TILDEN) 


well balanced cardiac 


and vasomotor stimulant 


PASANOL (Tilden) provides prompt 
dependable cardiotonic and vasomotor 
stimulation to help bring more comfort 
and perhaps longer life to grateful car- 
diac patients. PASANOL is liquid, con- 
venient, dosage easily adjusted. Indi- 
cated in . . . myocardial insufficiency, 
heart failure, heart musculature weakness 
following severe or chronic illness, etc. 


per fluid per 

ounce 100 cc. 
Digitoxin 1/350 gr. 0.6 mg. 
Strophanthin gr. 8.5 mg. 
Strychnine Sulfate 1/25 gr. 8.5 mg. 
Nitroglycerin 2/25 gr. 17.00 mg. 


Cactus grandiflorus 1/2 gr. 0.11 mg. 
SAMPLES and literature on request 


our new Address: 


The TILDEN Company 
435 Chestnut Street 
CHATTANOOGA 2, TENN. 
Home Office: New Lebanon, N. Y. 


The Oldest Manufacturing Pharmaceutical House 
in America @ Founded 1824 


Continued from page 38 - 


Dr. Paul Dudley Lamson, professor of pharmacology and 
head of the department, Vanderbilt University School of Medi- 
cine, Nashville, since 1925, retired July 1 and became pro- 
fessor emeritus of pharmacology. 

Dr. Elliot Voss Newman, formerly associate professor of 
medicine, Johns Hopkins University School of Medicine, Balti- 
more, Maryland, has been appointed Joe and Morris Werthan 
Professor of Experimental Medicine, Vanderbilt University 
School of Medicine, Nashville, and will devote his full time to 
teaching and research. The chair of Experimental Medicine 
was made possible by a recent grant from the Joe and Morris 
Werthan Foundation. 

The LeBonheur Children’s Hospital, Memphis, was dedicated 
on June 15 and open for inspection to the public for three 
days. On June 14 the members of the LeBonheur Club in- 
vited the members of the Memphis and Shelby County Medical 
Society and the Ninth District Dental Society to inspect the 
building to familiarize themselves with the facilities, and on 
June 23 the hospital was open for the reception of patients. 

American Heart Association has awarded research grants to: 
Dr. C. Riley Houck, associate professor, Division of Physiology, 
University of Tennessee Medical Units, Memphis, $5,250 for 
studying the relationship between high blood pressure and 
kidneys; and Dr. Robert C. Little, assistant professor, $5,050 
for studying the factors which cause heart sounds. 

Tennessee Diabetes Association sponsored a coeducational 
camp for diabetic children, aged 7 to 14, for a two-week period 
in August. 

Dr. Robert I. Carlson, Albuquerque, New Mexico, has been 
appointed associate professor of surgery, Vanderbilt University 
School of Medicine, Nashville, effective July 1, and in addition 
will be chief of the Surgical Service, Veterans Administration 
Hospital, Nashville. 

Dr. Nolan E. Leake, Memphis, was presented recently an 
automobile by the staff of Baptist Memorial Hospital, in 
appreciation of thirty-one years association with that hospital. 

Neurosurgeons interested in membership in the Congress of 
Neurological Surgeons, organized a year ago, may communicate 
with Dr. Blank W. Cannon, Secretary, Congress of Neurologi- 
cal Surgeons, 1092 Madison Avenue, Memphis. 

Dr. J. Spencer Speed and Dr. Marcus Stewart, Memphis, 
attended the joint meeting of the American, Canadian, and 
British Orthopedic Associations in London in July. 

Dr. S. Fred Strain, Memphis, is the new president-elect of 
the Memphis Heart Association. 

Dr. Sam Sullenberger, Dandridge, has been elected president, 
Cherokee-Douglas District Tuberculosis Association. 

Dr. R. G. Tromley, Oak Ridge, attended the International 
College of Surgeons in Madrid, Spain, in the early summer 
and toured London, Paris and Switzerland at that time. 

Dr. William R. West, retired Knoxville physician, celebrated 
his ninety-first birthday recently. 

Dr. Conley H. Sanford, Memphis, was elected to the Board 
of Governors of the American College of Physicians at its 
meeting held recently in Cleveland. 

Dr. W. Winston Barnard, who has completed his internship 
at John Gaston Hospital, Memphis, has begun the practice of 
medicine in Dyer. 

Dr. Charles F. Webb, owner and operator, with his son, Dr. 
Charles H. Webb, are adding a two-story wing to the Webb- 
Williamson Hospital, Jackson, which provides eighteen more 
rooms and other clinical facilities. 


TEXAS 


The organization of local chapters of the American College 
of Surgeons in Texas has been authorized by the Board of 
Regents. Texas has been divided into five districts and an 
organization committee has been appointed for each. The 
chairmen of these committees are: Dr. W. E. Crump, Wichita 
Falls, District One (Fort Worth and northwest Texas); Dr. 

McComb, San Antonio, District Two (San Antonio west 
to El Paso and south to the Rio Grande); Dr. Joe Thorne 
Gilbert, Austin, District Three (Galveston north to Cleburne, 
including Galveston, Austin, Wharton, Temple, Waco and 
Stephenville); Dr. F. H. Kidd, Jr., Dallas, District Four (Dallas 
and northeast Texas); and Dr. G. W. Waldron, Houston, Dis- 
trict Five (Houston and southeast Texas). 

Texas Neuropsychiatric Association has elected Dr. Don 
Morris, Dallas, president; Dr. James Blair, San Antonio, first 
vice-president; Dr. John E. Skogland, Houston, second vice- 
president; and Dr. John L. Otto, Galveston, secretary-treasurer. 

Texas Heart Association has elected Dr. S. E. oe San 
Antonio, chairman of the board of directors; Dr. J. Crager, 
Beaumont, president; Dr. Joseph F. McVeigh, bat Worth, 
president-elect; Dr. Ben H. Cooley, El Paso, vice-president; 
and Dr. DeWitt T. Ray, Dallas, treasurer. 


Continued on page 42 
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— CAROB FLOUR 


The acute diarrheal disturbances seen so frequently in adults, infants and 
children during the warm months are promptly controlled by Arobon. 


Made of specially prepared carob flour, Arobon produces its excellent results 
because of its high natural content of pectin and lignin. These substances are 
demulcent and soothing and they adsorb offending bacteria and toxins. 


Controlled clinical studies ' * * have shown that Arobon leads to thickening of 
the stools in 24 hours and to formed stools in 48 hours in most patients. 


Indicated in all types of diarrhea, not only in infants and children, but also in 
adults, Arobon is palatable and readily accepted. It may be used as the sole 
medication in non-specific diarrheas. In the more severe dysenteries, it is a valuable 
adjuvant. Arobon is easily prepared for adults and children by simply mixing 
it with milk, and for infants by mixing it with skim milk or water and boiling 
for 14 minute. 


1. Smith, A. E., and Fischer, C. C.: The Use of Carob Flour in the Treatment of Diarrhea 
in Infants and Children, J. Pediat. 35:422 (Oct.) 1949. 


2. Kaliski, S. R., and Mitchell, D. D.: Treatment of Diarrhea with Carob Flour, Texas 
State J. Med. 46:675 (Sept.) 1950. 


3. Plowright, T. R.: The Use of Carob Flour (Arobon) in a Controlled Series of Infant 
Diarrhea, J. Pediat. 39:16 (July) 1951. 


THE NESTLE COMPANY, INC., 2 william Street, White Plains, New York 
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VITA-FOOD 


®REWeRs’ YE 


Wram 

FOOD 


CO. 


TWO 


IMPORTANT REASONS 


FOR THE OVERWHELMING 
PREFERENCE FOR 


VITA-FOOD 


BREWERS’ YEAST 


VITA-FOOD is 
1. Genuine Grain-Grown 


2. Full Strength 


ASSAY Per Ounce 


(2 heaping tablespoonfuls) 


Thiamin 4.2 mg. 
Riboflavin 1.4 mg. 
Niacin 11.3 mg. 
Pantothenic Acid 3.4 mg. 
Choline 119.0 mg. 
Inositol 113.4 mg. 
Pyridoxine 800 meg. 
Folic Acid 110 meg. 
Biotin 30 meg. 
Para-Amino-Benzoic Acid 280 meg. 


Plus independent vitamin B growth, lac- 
tation, pellagra-preventive, and other vitamin 
B factors natural to genuine Brewers’ Yeast. 


VITAMIN FOOD CO., Inc. 


NEWARK 4, NEW JERSEY 
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Texas Dermatological Society has elected Dr. C. H. McCuis- 
tion, Austin, president; Dr. Frank Campbell, Fort Worth, vice- 
president; and Dr. Thomas L. Shields, Fort Worth, secretary. 

Texas Orthopedic Association has elected Dr. Felix Butte, 
Dallas, president; Dr. Louis Levy, Fort Worth, vice-president; 
and Dr. Margaret Watkins, Dallas, secretary-treasurer. 


Texas Society of Anesthesiologists has installed Dr. John F. 
Winter, San Antonio, president; and elected Dr. J. B. Robinett, 
Houston, president-elect; Dr. Frank O. Barrett, El Paso, vice. 
president; and Dr. C. R. Allen, Galveston, secretary-treasurer, 


Texas Chapter, American College of Physicians, has elected 
Dr. Robert B. Morrison, Austin, president; Dr. Henry R, 
Hoskins, San Antonio, first vice-president; Dr. Howard E. 
Smith, Austin, second vice-president; and Dr. Samuel Topper- 
man, Tyler, secretary-treasurer. 

Texas Diabetes Association has elected Dr. E. K. Doak, 
Houston, president; Dr. Raymond L. Gregory, Galveston, first 
vice-president; Dr. Lang F. Holland, Austin, second vice- 
president; and Dr. Ivan G. Mayfield, Lubbock,  secretary- 
treasurer. 


Texas Railway and Traumatic Surgical Association has 
elected Dr. Everett Lewis, Houston, president; Dr. W. E. 
Crump, Wichita Falls, first vice-president; Dr. Raleigh White, 
Temple, second vice-president; and Dr. W. D. Marrs, Fort 
Worth, secretary-treasurer. 

Dr. George R. Herrmann, director of Cardiovascular Re- 
search Laboratory, University of Texas Medical Branch, Gal- 
veston, has been elected as official delegate from the American 
Heart Association to the fourth Inter-American Congress of 
Cardiology in Buenos Aires in September. 

Dr. Robert G. McCorkle, San Antonio, was elected president 
of the American Academy of Tuberculosis Physicians at the 
annual meeting held in Chicago. 


VIRGINIA 


Dr. Vernon W. Lippard, formerly dean at University of 
Virginia School of Medicine, Charlottesville, has been named 
dean of the Yale University School of Medicine, New Haven, 
Connecticut, effective July 1. 

Dr. Harvey B. Haag, Richmond, has been elected president- 
elect, American Society for Pharmacology and Experimental 
Therapeutics. 

Dr. V. A. Turner, formerly assistant director of local health 
services, Richmond, has accepted a position with the Mountain 
Home Veterans Hospital, Johnson City, Tennessee. 

Dr. James M. Suter, formerly health officer in the Smith- 
Washington-Bristol district with headquarters at Abingdon, has 
been appointed assistant director of health services in south- 
west Virginia, succeeding Dr. V. A. Turner, resigned. 

Dr. Philip Jacobson, Petersburg, attended the International 
College of Surgeons meeting held at Madrid, Spain. 

Dr. R. Finley Gayle, Jr., Richmond, has been elected secre- 
tary of the American Psychiatric Association, for the third 
successive year. 

Dr. Paul D. Camp, Richmond, has been clected president 
of the Virginia Heart Association. 


WEST VIRGINIA 


The first regional meeting of the West Virginia Chapter of 
the American College of Physicians was held July 25 at the 
Greenbrier Hotel, White Sulphur Springs, Dr. Paul H. Rever- 
comb, Charleston, presiding. 

West Virginia Heart Association will hold its annual meeting 
in Morgantown, Hotel Morgan, October 13. 


The Southern Psychiatric Association will hold its next 
meeting in White Sulphur Springs, November 2-5. 

Dr. Warren W. Point, III, Charleston, is associated with Dr. 
Earle M. Chapman, Massachusetts General Hospital, Boston, in 
the practice of internal medicine. 


Dr. N. H. Dyer, Charleston, state director of health, was 
elected vice-president of the State, Territorial, and Provincial 
Health Officers’ Association at the annual meeting held in 
Chicago in June. 


Dr. John B. Foley, Morgantown, has moved to Frankford to 
engage in general practice. 


Dr. C. H. Hagan, Lorado, has accepted a residency in in- 
ternal medicine at the C. & O. Hospital, Huntington. 


Dr. John J. Sherman, Huntington, who is associated with 
Dr. Francis L. Coffey in the practice of surgery, will be away 
from his office until the first of the year doing postgraduate 
work at the University of Pennsylvania Graduate School of 
Medicine. 
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response in rheumatic fever 


after 
tisone therapy, the severely ill, 
- toxic patient appears alert and 
comfortable; and within one to 
four days, temperature drops to 
increases, and 


Cortisone | Upjohn | @ 


available as Compressed Tab- 
lets Cortisone Acetate, 25 mg., for 
oral use. Bottles of 20 tablets. 


THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 
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msed in 50 cc and 20 cc 
dose vials containi 
or 2% solution. Al 
available without 
ine 1:1 


1:50,000. 


STOCKED BY LEADING WHOLE. 
SALE DRUGGISTS AND SURGICAL 


XYLOCAINE® 


(Pronounced Xi Id cain) 


HYDROCHLORIDE 


ASTRA 
(Brand of lidocaine hydrochloride*) 
AN AQUEOUS SOLUTION 


a NEW local anesthetic 


A potent, short-acting local anesthetic, producing on injection, a more prompt, 
intense and extensive anesthesia than equal concentrations of procaine hydro. 
chloride. Useful and effective either with or without epinephrine, it has been 
described (1) as the most promising of the new local anesthetics, approaching 
in efficiency the nerve blocking properties of piperocaine, and in toxicity, the 


SUPPLY HOUSES. advantages of safety presented by procaine. 


Researches in 29: tie (May-June) 1950 


ASTIRA PHARMACEUTICAL PRODUCTS, INC. WORCESTER, MASS. U.S.A. 


*U.S. Patent No, 2,441,498 


BRAWNER’S SANITARIUM 


Established 1910 
Smyrna, Georgia (Suburb of Atlanta) 


FOR THE TREATMENT OF 


Nervous and Mental Illnesses, Drug and Alcohol Addictions 


JAS. N. BRAWNER, M_.D., Medical Director 
ALBERT F. BRAWNER, M_D., Dept. for Men JAS. N. BRAWNER, JR., M.D., Dept. for Women 


Aminophyllin... 


a ‘“‘most effective single agent 


for prompt relief” of severe 


aminophyllin 
bronchial asthma 


(theophylline-ethy 


readily 

“useful as a peripheral vasodilator and soluble for 
myocardial stimulant” in rapid 
pulmonary edema therapeutic 
paroxysmal dyspnea effect. 


of congestive heart failure Road 
Cheyne-Stokes respiration 


H. E. DUBIN LABORATORIES, INC. 


250 E. 43rd St. « New York 17, N 
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via 
the 
Aqueous solutions of vitamins A and D 
are far more rapidly, more fully and ag UeCowus 
more surely absorbed and utilized 
than oily solutions — passing with rou te 


greater ease through the intestinal 
mucosa barriers. With vitamin A in 
aqueous solution there is... 


up to...300% greater absorption — 
100% higher liver storage — 


67% less loss through 
feeal exeretion' 


vitamin drops 


: each 0.6 cc. provides: 
VITAMIN A (natural) 5000 Units 
VITAM.N D (natural) * 1000 Units 
ASCORBIC ACID (C) 50 me. 
THIAMINE HC! (B) 1 me. 
RIBOFLAVIN (B2) 0.4 ma. Easy to take, easy to give in 
PYRIDOXINE HC! (Bg) 0.3 mg. formula, milk, desserts, ete.; 
NIACINAMIDE 5 meg. no fishy taste or odor; es 


“100% NATURAL VITAMIN D, THE SUPERIOR ANTI-RACHITIC 


1, Lewis, J. M. and Cohlan, S, Q.: M. Clin. N. A. 34:413, March 1950. 


Samples on request. 


U.S. VITAMIN CORPORATION 
Casimir Funk Laboratories, Inc. (affiliate) 
250 East 43rd St., New York 17, N. Y. 
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ESTABLISHED 1911 


~ WESTBROOK SAN ATORIUM 


eA private psychiatric hospital em- 
ploying modern diagnostic and treat- 
ment procedures—clectro shock, in- 
sulin, psychotherapy, occupational and 
recreational therapy—for nervous and 


mental disorders and problems of 


addiction. 


P. O. Box 1514 


RICHMOND, VIRGINIA 


ta) PAUL V. ANDERSON, M.D. 
si President 


REX BLANKINSHIP, M.D. 
Medical Director 


JOHN R. SAUNDERS, M.D, 


Associate 


‘THOMAS F. COATES, M.D. 
Associate 


R. H. CRYTZER, Administrator 


Phone 5-3245 


Brochure of Views of our 125-Acre Estate 


Sent on Request 


STUART CIRCLE HOSPITAL 


413-21 Stuart Circle 
RICHMOND 20, VIRGINIA 


Medicine: 


ALEXANDER G. BROWN, JR., M.D. 


MANFRED CALL, III, M.D. 
M. MORRIS PINCKNEY, M.D. 
ALEXANDER G. BROWN, III, M.D. 
JOHN D. CALL, M.D. 

Obstetrics and Gynecology: 
WM. DURWOOD SUGGS, M.D. 
SPOTSWOOD ROBINS, M.D. 


Orthopedics: 
BEVERLEY B. CLARY, M.D. 
Pediatrics: 
CHARLES P. MANGUM, M.D. 
ALGIE S. HURT, M.D. 


ology, Otalaryngology: 
W. L. MASON, MLD. 


Pathology: 
REGENA BECK, M.D. 
Director: 


CHARLES C. HOUGH 


Bacteriology: 

FORREST SPINDLE 
Surgery: 
A. STEPHENS GRAHAM, M.D. 
CHARLES R. ROBINS, JR., M.D. 
CARRINGTON WILLIAMS, M.D. 
RICHARD A. MICHAUX, M.D. 
CARRINGTON WILLIAMS, JR., M.D. 


Urological Surgery: 
FRANK POLE, M.D. 


Oral Surgery: 
GUY R. HARRISON, D.D5. 


Roentgenology and Radiology: 
FRED M. HODGES, M.D. 
L. O. SNEAD, M.D. 
HUNTER B. FRISCHKORN, JR., M.D. 
WILLIAM C. BARR, M.D. 
Physiotherapy: 
IRMA LIVESAY 
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Saint Albans Sanatorium 


RADFORD, VIRGINIA 


100 bed private psychiatric hospital for the treatment of nervous and mental 
disorders, including alcoholism and addiction. 


James P. King, M.D. 
Director 
James K. Morrow, M.D. Daniel D. Chiles, M.D. 
Thomas E. Painter, M.D. Wendell T. Wingett, M.D. 
James L. Chitwood, M.D. 
Medical Consultant 


/ Allen’s TUCKER HOSPITAL, INC. 
INVALID HOME 212 West Franklin St. (Corner of Madison) 


RICHMOND, VIRGINIA 
MILLEDGEVILLE, GEORGIA 


This is a private Hospital for the Neuro- 
logical practice of Drs. Beverly R. 
NERVOUS AND Asa Shield. 
MENTAL DISEASES 
The Tucker Hospital is for the treat- 
~~ 4 ment of nervous and endocrine diseases. 
Grounds 600 Acres — Buildings, Brick There are departments of massage, me- 
Fireproof — Comfortable — Convenient dicinal exercises, hydrotherapy and phys- 
iotherapy. The Hospital is large and 
bright, surrounded by a lawn and shady 
walks, large veranda and has a roof 
garden. It is situated in the best part of 
E. W. ALLEN, M.D. H. D. ALLEN, M.D. Richmond and is thoroughly and mod- 
ernly equipped. The nurses are specially 
trained in the care of nervous cases. 


Site High and Healthful 


DEPARTMENT FOR MEN DEPARTMENT FOR WOMEN 


Terms Reasonable 
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@ Internal Medicine and 


@ Surgery 
@ Radiology—X-ray and ‘ 


@ Laboratory and Research 


Browne-McHardy Clinic 


@ Diagnostic and Therapeutic 


Facilities 


Gastroenterology 


Radium therapy 


Departments 


@ Hotel facilities available = | 


363 6 ST. CHARLES AVENUE 
Phone UPtown 9580 7 New Orleans, La. 


THE WALLACE SANITARIUM 


Memphis, Tennessee 


For the Diagnosis and Treatment of Nervous and Mental Diseases, 


Drug Addiction and Alcoholism. 
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APPALACHIAN HALL 


ASHEVILLE, NORTH CAROLINA 


An institution for rest, convalescence, the diagnosis and treatment of nerv- 
ous and mental disorders, alcohol and drug habituation. 


Appalachian Hall is located in Asheville, North Carolina. Asheville justly 
claims an unexcelled all year round climate for health and comfort. All 
natural curative agents are used, such as physiotherapy, occupational ther- 
apy, shock therapy, outdoor sports, horseback riding, etc. Five beautiful 
golf courses are available to patients. Ample facilities for classification of 
patients. Rooms single or en suite with every comfort and convenience. 


For rates and further information write 


Appalachian Hall, Asheville, N. C. 


Wm. Ray Griffin, M.D. M. A. Griffin, M.D. 


The Brook Haven Manor Sanitarium 


announces the opening of its annex 


| for the reception of geriatic patients 
and the elderly. 


Brook Haven Manor Sanitarium 


Stone Mountain, Georgia 


Suburb of Atlanta, Georgia 
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HILL CREST SANITARIUM 


FOR NERVOUS AND MENTAL DISEASES AND ADDICTIONS 
Insulin and Electro-Shock Therapy used in Selected Cases. Gradual Reduction Method used 


in the Treatment of Addictions. 
Established in 1925 


Thoroughly modern in achitecture and construction. Eight departments—affording proper classification of 
patients. All outside rooms, attractively furnished. Several bathrooms and rooms with private bath on 
each floor. Also a spacious sun parlor in each department. Located on the crest of Higdon Hill, 1050 feet 
above sea level, overlooking the city, and surrounded by an expanse of beautiful woodland. Ample provi- 
sion made for diversion and helpful occupation. Adequate night and day nursing service maintained. 


James A. Becton, M.D., Physician-in-charge James Keene Ward, M.D., Associate Physician 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phones 9-1151 and 9-1152 


St. Elizabeth’s Hospital 


Richmond 20, Virginia 
STAFF 


& Gynecology 


Leroy Smith, M.D...... Plastic and General Surgery 
SAN I RI | M D. Coleman Booker, M.D........... General Surgery 


& Gynecology 


CITY VIEW 


William J. Frohbose, M.D........... ..... Urology 

Douglas G. Chapman, M.D....... Internal Medicine 

Elmer S. Robertson, M.D......... Internal Medicine 

For the diagnosis and treatment of Hunter B. Frischkorn, Jr., M.D...... Roentgenology 
Randal A. Boyer, M.D.............. Roentgenology 

nervous and mental disorders, and George E. Snider, M.D........... Internal Medicine 


Helen Lorraine 
addictions to alcohol and drugs. 
Administration 


WILLIAM SCOTT, Business Manager 


: i The operating rooms and all of the front bedrooms 
Established 1907 are completely air-conditioned. 


School of Nursing 
NASHVILLE, TENNESSEE 


The School of Nursing is affiliated with The Johns- 
Hopkins Hospital School of Nursing for a three- 


months’ course each in Pediatrics and Obstetrics. 


Address: Director of Nursing Education 


a 
oF 
= | 
a 
} 
A 
| 
“ 
aica 
| 
J 
Ez Ou 
C 
) Th 


1952 Vol. 45 No. 8 SOUTHERN MEDICAL JOURNAL 51 
et 
CARROL TURNER SANATORIUM 
n MEMPHIS, TENNESSEE, ROUTE 10, BOX 288 
52 
For the Diagnosis and Treatment of Mental and Nervous Diseases 

~— Located on the Raleigh-LeGrange Road, five miles east of the city limit 
ae —accessible to U. S. Highway 70 (Bristol Highway) 

Situated on a sixty-six acre tract of wooded land and rolling fields, the 
il environment is conducive to amelioration of the symptoms of emo- 

tionally disturbed patients 

Modernly equipped with adequate facilities for physical and hydro- 
a therapy, electroshock, and insulin theapy 
cry Special emphasis is laid on recreational and occupational therapy 
eY Adequate nursing personnel assures individual attention to each 
patient 
4 The main building and hospital department of the Sanatorium is 
md shown above 
‘ine 
tion 

FAIRFIELD 
pms 
Our convalescent home is lo- 
cated on the Sanatorium 
hns- Grounds 
in. The home is especially de- 
“i signed and fitted for the 
care of elderly people. 
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Orr MARINES’ LIFELINE to the 
sea was in danger. A Communist force of 
4,000 men kad seized the key hill overlook- 
ing Hagaru-ri in the desperate Chosin 
Reservoir fighting. The hill had to be 
taken. But there were no combat forces 
available. 


Lieutenant Colonel Myers, then a major, 
rallied together clerks, cooks, and other 
service personnel, and led a makeshift 
unit of 250 men in an assault up the snow- 
covered 600-foot hill. Lacking combat 
officers and non-coms, Colonel Myers 
ranged the entire attacking front, leading 


his outnumbered forces upward in the face. 


of murderous fire concentrated on him, 
After 14 hours of struggle, the enemy was 
routed, the hill captured, and the route to 
the sea secured. Colonel Myers says: 


“When a handful of men can help turn the 
tide of history, just think of the invincible 
strength of 150 million people working 
toward a common goal—a secure Amer- 
ica! That’s what you, and millions of 
people like you, are accomplishing with 
your successful 50-billion-dollar invest- 
ment in U.S. Defense Bonds. 


“Peace doesn’t just happen—it requires 
work. Our troops in Korea are doing their 
part of the job. You’re doing yours when 
you buy Bonds. Together we can hammer 
out the peace we’re all working for.” 


* * 


Now E Bonds earn more! 1) All Series E 
Bonds bought after May 1, 1952 average 3% 
interest, compounded semiannually! Interest 
now starts after 6 months and is higher in the 
early years. 2) All maturing E Bonds auto- 
matically go on earning after maturity—and 
at the new higher interest! Today, start invest- 
ing in better-paying Series E Bonds through 
the Payroll Savings Plan where you work! Or 
inquire at any Federal Reserve Bank or 
Branch about the Treasury's brand-new bonds, 
Series H, J, and K. 


Lt. Colonel 
Reginald R. Myers, usae 


Medal of Honor 


Peace is for the strong! For peace and prosperity 


save with US. Defense Bonds! 


The U.S. Government does not pay for this advertisement. It is donated by this publication in 


Advertising Council and the Magazine Publishers of America. 
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FIFTH ANNUAL 


Postgraduate 
ENDOCRINOLOGY AND METABOLISM 


Sponsored by 


THE ENDOCRINE SOCIETY 
Roney Plaza Hotel 


Miami Beach, Florida November 3-8, 1952 


The faculty will consist of 20 clinicians and investigators eminently qualified in 
the fields of endocrinology and metabolism. 

The program will consist of lectures, clinics, laboratory demonstrations and 
scientific exhibits. 

The 64 lectures to be presented will cover all phases of endocrinology and 
metabolic disorders. Ample time will be given for discussions and answers at the end 
of each session and registrants are encouraged to contact members of the faculty for 
individual discussions. The entire program has been designed to interest not only 
the specialist but those in general practice and has been approved by the American 
Academy of General Practice for postgraduate credit. 

A simultaneous translation of all lectures into Spanish will be provided through 
earphones. 

Copies of the proceedings of the Assembly will be available to all registrants. 

The Roney Plaza with its tropical gardens, outdoor swimming pool, putting 
greens, private beach and Cabana Club, has long been recognized as one of Florida’s 
great beach hotels and offers special convention rates to members of this Assembly. 
The Surf Room, in which the sessions will be held, is delightfully air conditioned and 
has subdued lighting which permits taking of notes and viewing lantern slides with 
comfort. 

A fee of $75 will be charged for the entire course and the attendance will be 
limited to 200. REGISTRATION WILL BE IN THE ORDER OF CHECKS 
RECEIVED AND WILL CLOSE ON OCTOBER 3, 1952. Should there be an 
insufficient number of applicants to fill the course, the registration fee will be refunded 
immediately in its full amount. 

Please forward application on your letterhead, together with check payable to 
The Endocrine Society, to Henry H. Turner, M.D., Secretary-Treasurer, 1200 North 
Walker Street, Oklahoma City 3, Oklahoma, before October 3, 1952. Further informa- 
tion and program will be furnished upon request. 

Hotel reservations should be made directly with the Roney Plaza Hotel, Miami 


Beach, Florida, and the hotel advised that you are attending this Postgraduate 
Assembly. 
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Olac 


Mead’s powdered formula designed 
for both full term and 
premature infants 


Excellent tissue turgor and muscle development 
in babies fed Olac® are clearly shown by steadily 
increasing clinical observations. These babies tend 

to gain weight without becoming fat, are sturdy, 

and resist infections well. They are generally vigorous, 
with happy dispositions. They get a strong start 

for a healthy childhood. 


Designed for optimum nutrition of both full term 
and premature infants, Olac supplies milk protein 

in exceptionally generous amounts, to promote 

sturdy growth. Its fat is an easily digested, highly 
refined vegetable oil. Dextri-Maltose® supplements 
the lactose of the milk, to meet energy needs and 
spare protein for its essential tissue-building functions. 
Convenient and simple to use, Olac feedings 
are prepared merely by adding water. A convenient 
special measure is enclosed in each can. One packed 
level measure of Olac to 2 ounces of water gives 

a formula supplying 20 calories per fluid ounce. 

Olac is valuable not only for bottle-fed infants 

but for supplementary and complementary feedings 
of breast-fed infants, 


MEAD JOHNSON & COMPANY 
Evansville 21, Indiana, U. S. A. 
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Edrisal: «an entirety adequate 


‘substitute for ordinary doses of codeine...” 


(Am. J. Obst. & Gynec. 61:1366, 1951) \ 
but Edrisal contains no narcotics! \ 
Each ‘Edrisal’ dose (2 tablets) contains: 2A 
‘Bengetrine. Sulfate. 5 mg. 
(racemic amphetamine sulfate, S.K.F.) 
| | 
. The color of the ‘Edrisal’ tablet is y 
please note: being changed from white to blue-green. 7 
7 
Edrisal relieves pain and the depression / 
g 
that magnifies pain > 
j 
Smith, Kline & French Laboratories Philadelphia 
‘Edrisal’ & ‘Benzedrine’ T.M. Reg. U.S. Pat. Off. | 


OXYCEL PADS 
Sterilized, gauze-type, 

3 inch x 3 inch eight-ply pads, 
and 4 inch x 12 inch 

eight-ply pads. 


OXYCEL PLEDGETS 
Sterilized. cotton-type. 2% inch 
x 1 inch x 1 inch portions. 


OXYCEL STRIPS 
Sterilized. four-ply. gauze-type 
strips. 5 inch x % inch; four- 
ply 18 inch x 2 inch; four-ply 
36 inch x % inch; and 
four-ply 3 yard x 2 inch, 
pleated in accordion fashion. 


OXYCEL FOLEY CONES 
Sterilized. four-ply. gauze- 

type discs. 5 inch and 7 inch 
diameters, conveniently folded 

in radially fluted form. 


Supplied in individual 
glass containers. 


clamp and ligate where you can 


OXYCEL 


oxidized cellulose 


Where clamp and ligature cannot control capillary 
bleeding, OXYCEL (oxidized cellulose, Parke-Davis ) 
provides prompt hemostasis. Operative procedure 

is shortened and postoperative hemorrhage often eliminated 
by use of this absorbable hemostatic. OXYCEL is easy 

to use — it is applied directly from the container, 

and conforms readily to all wound surfaces. There’s a form 
of OXYCEL for every surgical use. 
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